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PSYCHOTHERAPY AND COUNSELING: A SYMPOSIUM 


INTRODUCTION’ 
By R. NEVITT SANFORD 


UNIVERSITY OF CALIFORNIA 


HE PROGRAM COMMITTEE of 
i our Division, in asking me to act 
as chairman of this symposium, made a 
number of helpful suggestions. One 
which immediately caught my eye was 
that it would be all right if the chair- 
man himself presented one of the pa- 
pers. I am not going to take full advan- 
tage of this opportunity, but I feel free 
to say that if these opening remarks ap- 
pear to be a long introduction it is be- 
cause I am making a short speech. 
Having read the papers which you 
are about to hear, my problem, of 
course, is how to ward off the tempta- 
tion to tell you what the main speakers 
are going to say—something which 
would scarcely meet with their whole- 
hearted approval. What I can do is ex- 
press several of the thoughts which 
came to mind when I first heard from 
the program committee, and to tell you 
what I asked the members of the sym- 
posium to do. 
Much has been said at these meetings 
1 Chairman’s Introduction to a Symposium 
on Psychotherapy and Counseling. American 
Psychological Association, Division of Clinical 


and Abnormal Psychology, Detroit, Mich., Sep- 
tember 12, 1947. 


and in very recent literature to the gen- 
eral effect that psychologists, in greatly 
increased numbers, are going to do psy- 
chotherapy. After many years of com- 
plaining about the real or imagined ob- 
stacles in the way of our therapeutic en- 
deavors, it now appears that our hori- 
zons are considerably enlarged. It is up 
to us therefore to learn as much as we 
can about psychotherapy, and so to per- 
form it well. Nothing could be more fit- 
ting than that we come together for mu- 
tual stimulation, and to exchange re- 
ports of experiences. One might hope 
that the number of papers on technique, 
on cases and on the nature and condi- 
tions of therapeutic changes will great- 
ly increase, and that those practicing 
therapists who have been hiding their 
lights under bushels will make them- 
selves and their experiences known. 

In this period of expanding recogni- 
tion, and corresponding responsibility, 
the question might be raised: How 
humble ought we to be? Sometimes it 
appears that psychologists speak with 
too much self-assurance about their 
large therapeutic activities and their 
large successes; sometimes it appears 
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that psychologists hang back too much, 
both with respect to what they do and 
with respect to what they say. Probably 
most of us, however experienced, can 
report having had with some frequency 
the sinking feeling that we knew scarce- 
ly anything. Perhaps this feeling was 
aroused by one of the countless new 
problems encountered in our practice, 
perhaps by a discussion with still more 
experienced therapists. And we can al- 
so report the feeling, perhaps on the 
strength of one of our patients’ gratui- 
tous compliments, perhaps on the basis 
of an experience in a particularly bad 
clinical installation, that we were pretty 
good. (If I have slipped, and anticipated 
one of our speakers, my excuse is that 
there is a point here that cannot be 
made too often.) Probably most of us 
are familiar with, and have learned to 
beware of, the graduate student or in- 
tern who is sure from the start that he 
knows how to do therapy and who after 
a few experiences of “Doctor, you’re 
wonderful, etc.” assumes an air of 
great confidence and speaks of his pa- 
tients with a note of contemptuous mas- 
tery. Less common, unfortunately, is 
the advanced student who is overwhelm- 
ingly aware of the complexity of the ma- 
terials with which the therapist has to 
deal and who cannot imagine himself 
doing therapy until he has reached the 
ripe old age of 40, with years of training 
behind him. The relationship between 
knowledge and confidence is probably an 
inverse one. 

One answer to the question about 
humbleness would be that there are 
times for modesty and times for putting 
ourselves forward. If we compare what 
we know with what we do not know;; if 
we compare what we have accomplished 
with what still remains to be done—then 
it is hard to see how we could be too 
humble, as long as we avoid being so 
overwhelmed that we cannot undertake 
anything. If, on the other hand, the com- 


parison is with other people, then there 
is need for no more modesty than is re- 
quired by the social situation of the mo- 
ment. They too make mistakes, and the 
question is not so much who makes few- 
er mistakes, as who is better prepared 
to admit them, to correct them and to 
profit from them. 

What should be of great help to us 
here is our training in scientific method 
and our tradition of research-minded- 
ness. It would be hard to name an area 
in which research is more needed than 
it is in therapy, or an area in which 
what is being done lags further behind 
what might be done at once, even with 
methods now available to us. And one 
might say, furthermore, that it is pri- 
marily up to the psychologist to per- 
form this needed research. 

The most important general question, 
it would appear, is: What is the nature 
of the changes that take place in therapy 
and what are the conditions under which 
they occur? Empirical questions in this 
area can, and should, be attacked by 
therapists of any theoretical orientation, 
so long as they are willing to formulate 
hypotheses, to keep records and to quan- 
tify their material. The most significant 
contributions will be made, of course, 
by those who best understand the mal- 
adjusted person, who have, that is to 
say, the most adequate theory of person- 
ality, but decisions in the matter must 
certainly await the research itself. 

This approach to research is in keep- 
ing with what I believe to be the most 
common procedure today in dealing 
with practical problems in therapy. 
Whatever the theoretical position of the 
therapist, however he might conceive 
the nature of mental illness, he is likely 
to do different kinds of things in differ- 
ent cases, depending upon his appraisal 
of numerous factors in the patient and 
in his situation. 

For my own part, I like to work with 
a more or less orthodox psychoanalytic 
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theory of the neuroses, and as a method 


of therapy I prefer to perform a more © 


or less orthodox psychoanalysis. But— 
and I expect many of you have had the 
same experience—if one lets it be known 
that he sometimes takes a case, he short- 
ly finds that he is seeing a great variety 
of cases, of varying degrees of severity, 
and that he is using a variety of proced- 
ures, including desperate referral to his 
colleagues, medical and nonmedical. 
Naturally, therefore, I asked the speak- 
ers of today if they would address them- 
selves to some of the technical problems 
with which any therapist is likely to 
have to deal. It was hoped that some of 
the major problems and ways for meet- 
ing them could at least be touched upon 
in the time at our disposal. What are 
the goals of therapy? How does one 
choose the method that seems best adap- 
ted for a particular type of case? What 
are the pitfalls of a lack of self-under- 
standing? How are we to handle some 
of the numerous practical problems that 
arise from day to day in practice? What 
is to be done abovt the transference? 
What happens when a patient gets well 
or fails to get well? What does the ther- 
apist do to initiate the changes that oc- 
cur in therapy? 


A suggestion of the program commit- 
tee that I did not take to so readily as 
was the case with the other suggestion 
mentioned was that I make sure that 
different points of view were represent- 
ed. Different points of view are too of- 
ten spoken of as if they were valuable 
in and of themselves, and discussion too 
often takes the form of ideological war- 
fare, in which one cannot see the patient 
for the straw men. It seems to me that 
such differences are not so much bene- 
fits as necessities, concomitants of our 
ignorance and halting attempts to prog- 
ress. I have not known how those who 
will give papers stand in relation to 
various schools of thought, but I think 
I can assure you that they know how to 
discuss the particular issues with which 
we are concerned today. At the same 
time I believe that the right to differ is 
protected and that those who love con- 
troversy will not be altogether disap- 
pointed. Differences will most certainly 
appear in ccanection with the concrete 
issues of the papers and, more than this, 
several people have read the papers and, 
if I judge them aright, are prepared to 
correct any mistakes that I or the speak- 
ers may have made. 








ON GOALS, METHODS AND TACTICS IN 
PSYCHOTHERAPY’ 


By HOWARD F. HUNT 


STANFORD UNIVERSITY 


HE USUAL definition of psycho- 

therapy, as any and all psychologi- 
cal manipulations deliberately employed 
with the intent of improving another 
person’s mental and emotional state, 
clearly implies the general goal of psy- 
chotherapy — to make uncomfortable 
people more comfortable and to make 
them more self-sufficient socially and 
emotionally. This I take to be the basic 
goal toward which we are working, and 
which we can achieve with varying de- 
grees of success in different patients. It 
is a relatively humble goal, quite in 
keeping with the realities of our present 
situation, which is characterized by al- 
most unlimited demand, scarcity of 
trained personnel, and far from precise 
techniques and theories. 

Symptomatic maladjustment springs 
fundamentally from disorders in an in- 
dividual’s emotional relations with the 
world and with himself. The bases of 
these relations are acquired by learning 
very early in life, later personality de- 
velopment representing an elaboration, 
differentiation, and extension of these 
patterns through experience. In some 
cases, unfortunate circumstances pro- 
duce fundamental warping of the per- 
sonality, altering subsequent phases of 
development to produce a severely and 
extensively involved adult. In other 
cases, basically sound personalities may 


1Read at a Symposium on Psychotherapy 
and Counseling, American Psychological Asso- 
ciation, Division of Clinical and Abnormal Psy- 
chology, Detroit, Mich., September 12, 1947. 
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be traumatized relatively late in life, as 
in the primarily situatioual disorders. 
All sorts of combinations lying between 
these will turn up for treatment. Patho- 
genic defenses may render one person 
vulnerable to what are to most people 
comparatively mild stresses and strains, 
so that his life is almost a series of situ- 
ational upsets. For another, the difficul- 
ty may lie primarily in certain restrict- 
ed areas so that the individual is sensi- 
tive only to situations of an unusual 
character, and so on. 

For most of us, symptomatic malad- 
justment is largely a matter of thresh- 
old-situation interaction. Few, if any, of 
us have developed to complete adult- 
hood, and most of us harbor defenses 
which are more or less unsatisfactory. 
Almost universal rebuilding of personal- 
ities, such as complete psychoanalysis 
provides, might thus seem to be the limit 
we should attempt to approximate. 
Though intriguing to contemplate, such 
a course would be impractical. Our goal 
can be approached practically by flex- 
ible capitalization on, and manipulation 
of, the patient’s assets and potentialities 
for satisfactory life, within the limits 
set by his plasticity or lack of it and his 
external and historical circumstances. 

A case I treated variously and experi- 
mentally several years ago provides a 
nice framework for bringing out what 
appear to be some of the practical prob- 
lems facing a working therapist today. 
I present this neither as an ideal, nor as 
evidence on behalf of the methods used, 
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but rather by way of illustration. I 
might handle things somewhat different- 
ly if I were to treat her now. 


Miss X, an unmarried nurse of 40 years, 
entered the hospital for medical treatment of 
what had been a mucuous colitis of 10 or 15 
years duration.? Previously, over the years, 
she had received a variety of treatments for 
this condition, all to no avail. Colostomy, ile- 
ostomy, and finally surgical removel of the 
colon had resulted in no alleviation of the ba- 
sic symptoms of diarrhea and abdominal pain. 
In addition, she had undergone an hysterec- 
tomy at one time, and was a chronic “hay 
fever” sufferer. It was quickly and quite cor- 
rectly recognized that her emotional condition 
had been chronically pathological for years 
and that the psychosomatic character of her 
physical disabilities demanded psychiatric in- 
tervention before the ordinary medical meas- 
ures could be effective. Diagnostic study dis- 
closed that her childhood and family life had 
been very traumatic and that her almost com- 
pletely incapacitating brand of obsessive neu- 
rosis was a chronic pattern. Precocious sexual 
interest and activity (subsequently found to 
have included what may have been a fantasied 
excursion into bestiality), punitive and harsh 
parents and older siblings, and a fundamental- 
ist religion which was merely an emotional 
extension of the unhappy home, together with 
other situational factors, had left her rigid, 
compulsive in her thinking, paranoid, guilt rid- 
den, ruminative, anxious, depressed, and hypo- 
chondriacal. In early adulthood, she developed 
the colitis which became increasingly more se- 
vere and physically incapacitating, with less 
and less frequent remissions. On purely cate- 
gorical grounds, her fundamentalist associates 
attributed her difficulties to her “sinfulness,” 
assuring her that if she could exorcise her 
“sinful” tendencies and repent her “wicked- 
ness” her suffering might just possibly be ade- 
quate expiation. This augmented her guilt, led 
her both to increased masturbation and hostile 
and sexual fantasies as solace, which again 
augmented her guilt—a true “vicious circle.” 
The recurring colitis symptoms reinforced the 
pattern, became a major preoccupation, and 
served as an effective defense against recog- 
nition of her emotional pathology. “I am the 


2 The work on this case was carried on in 
the neuropsychiatric ward of the University 
of Minnesota Hospitals. While the psycholo- 
gist was given freedom in therapy, there was 
medical consultation throughout. 


way I am because I am so sick. If only the 
colitis could be cured I would be a new per- 
son. This colitis is real, and the pain is the 
cry of an injured nerve—no mental illness for 
me.”” At one time she had developed a codeine 
addiction, stamped out with great suffering 
and self-recrimination. And her economic cir- 
cumstances were so reduced by this time that 
she had no place to go except her home with 
her sanctimonious relatives. This is an over- 
simplified and incomplete picture, but it pre- 
sents some of the salient features of this case. 


On the assumption that her personal- 
ity and its disorder had been acquired 
through experience, learned as it were, 
the fundamental tactical goal of therapy 
was to provide conditions as favorable 
as possible for relearning on an emotion- 
al or behavioral level. Though she obvi- 
ously needed rebuilding of an extensive 
and basic sort, her age, her poverty, the 
chronicity of her disorder, and the 
scarcity of available professional time 
seemed to preclude the feasibility of 
psychoanalytic therapy. And at the time 
she certainly did not fulfill the selection 
criteria for nondirective treatment. In 
view of the circumstances, about all we 
could hope to do was to alleviate her 
psychic discomfort sufficiently so that 
symptomatic medical treatment could be 
of some value (she had lost her colon, so 
the abdominal disturbance would prob- 
ably never disappear) and so that she 
could go home and stay there. This 
meant that she would have to be provid- 
ed with enough insight, sufficient con- 
trol over her sources of self-esteem, and 
some quasiritualistic defenses to help 
her mitigate the traumatic character of 
her environment. Our problem was to 
provide for the necessary learning, us- 
ing whatever variety of approaches 
seemed appropriate. 


The change of scene and the diversionary 
activities occasioned by her removal to the psy- 
chiatric ward, plus the attention given her by 
the staff in the course of examination and 
study, just barely offset the anxiety-producing 











70 JOURNAL OF CONSULTING PSYCHOLOGY 


implications of her transfer to that ward. How- 
ever, these general “hospital effects”, deriving 
their power to reduce tension and anxiety tem- 
porarily through both an indirect sort of im- 
plied affectional support and a removal imme- 
diately irritating stimulation, are often im- 
portant factors in the initial, partial freeing 
of the patient for learning. Therapy proper 
began with reassurance and support, for the 
same reason, followed by and interspersed with 
the usual “rational” attack on the patient’s 
lack of insight. The customary sorts of inter- 
views devoted to iteration and reiteration of 
her history and symptoms, analysis of her con- 
temporary and past feelings, fumbling at- 
tempts at interpretation, and the production 
of very superficial and ephemeral verbal in- 
sights proved to be of little really beneficial 
effect. Opportune recurrence of abdominal 
symptoms whenever any real “working 
through” began, reactivated her “vicious cir- 
cle’ mechanism so that the few gains made 
seemed lost. Her own defenses precluded any 
effective behavioral learning through such su- 
perficial and verbal exposure to herself. And 
the tangles of her conscious symptoms and 
ruminations always greatly retarded any “work- 
ing through” almost to the point of complete 
blocking. Not even any real recognition that 
her emotional problems might be affecting her 
abdomen rather than vice versa could be at- 
tained, and without this no alleviation seemed 
possible. 


At this point, daily hypnotic sessions 
were introduced to create, by suggestion 
and experience, those opportunities for 
learning ordinarily developing through 
the usual therapeutic relation. The im- 
mediate tactical goals were: (a) to pro- 
vide some convenient control over the 
physical symptoms so that reactivation 
of the “vicious circle” could be held in 
abeyance or precipitated as necessary, 
(b) to provide for temporary sympto- 
matic relief and emotional support and 
affection as needed to tide over crises, 
(c) to facilitate communication with 
her under circumstances which would 
minimize the use of her customary ver- 
bal defenses—keep her at work on the 
problem at hand while, at the same 
time, partially neutralizing it emotion- 


ally by fiat, and, most important, (d) 
to produce or facilitate the occurrence 
of vivid experiences under controlled 
conditions to provide the occasions for 
the necessary learning. For instance, 
one of the most troublesome stumbling 
blocks had been her notion that “pain 
always indicates physical disease—that 
pharmacological intervention is always 
required.” The demonstration that 
something else even could be the case 
was easy under hypnosis and provided 
an important wedge for changing her 
view of herself. 

Anyone acquainted with the subtle- 
ties of the hypnotic method can appreci- 
ate the difficulties in this case. To fos- 
ter the very important feeling of skep- 
tical and critical independence so neces- 
sary for persons like this, her own ex- 
perience was to determine her accept- 
ance of all ideas. Nothing was to be tak- 
en on faith. She thus incurred an im- 
plicit obligation to be somewhat “fact- 
operated” about her experiences. Unless 
specifically suggested, the trance did not 
produce amnesia, though trances suf- 
ficiently deep to allow successful sug- 
gestion of hallucinatory and other 
anomalous sensory experiences were the 
rule. This was accomplished by avoid- 
ing any connotation of sleep in the in- 
duction of the trance, rather stressing 
restful relaxation, and by speaking 
about the trance as if complete memory 
were expected. Thus, a psychological 
continuity between trance and waking 
states—a feeling of “real life” about the 
trance—was established. A special auto- 
matic protective device was included to 
awaken her if she felt jeopardized in 
any way by the trance. If so instructed 
(or in case of need) she could walk, go 
to the toilet, ride the elevator, and the 
like, on her own initiative while hypno- 
tized. In fact, she would only know she 
was hypnotized then by a “sort of a 
queer little inside feeling” which would 


oem ce 
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inform her that the special protective 
powers of the trance were in force. The 
trance characteristics were so atypical 
under some circumstances that I often 
doubted that this was actually hypnosis 
as it is generally comprehended. The 
term, however, represents the closest 
approximation that I can provide. 


Miss X was an excellent subject. With prop- 
er training and safeguards, deep trances could 
be rapidly induced. Despite her early suspicion 
of the technique, the feeling of independence, 
the special status it gave her, and the symp- 
tomatically favorable results soon allowed her 
to become eagerly cooperative. To provide in- 
sight into the essentially emotional basis for 
her trouble, the early demonstrations were con- 
cerned with the partial dependence of sensa- 
tion and perception upon words and emotional 
state, with illustrations of the influence of 
words on relaxation, anxiety, and the like. Un- 
der hypnosis, and in the waking state, parallels 
were drawn between the events of the trances 
and her everyday experience, with particular 
regard being given to her emotional reactions 
to these revelations. The character of the trance 
as described above was such that abreaction 
and catharsis were relatively unsuccessful, so 
that emotional support and the like were de- 
liberately substituted to make it possible for 
her to handle the tensions she could not dis- 
charge through those avenues. The vivid ex- 
perience of living through these situations ap- 
parently resulted in considerable learning, con- 
viction, and reorganization—repetitions of the 
training became easier to accomplish and less 
frequently necessary. For instance, she could 
actually feel her pain ebb, greatly increasing 
her receptivity to the parallels drawn at the 
time and later. Such created experiences teach 
much by implication—what has happened is so 
obvious that it does not have to be asserted 
(and thus does not have to be denied defen- 
sively for facade and consistency purposes). 
Also, hypnotized persons seem to regain some 
of the perspicacity of children, so that the ef- 
forts of the therapist can be facilitated by the 
patient’s augmented ability to “read” and infer 
the emotional responses and attitudes of the 
therapist. Much can be left unsaid and hence 
more easily slip into the patient’s emotional 
syntax. 

This learning by implication is an extremely 
subtle and delicate affair. For instance, at one 
stage in the treatment, Miss X found it neces- 


sary, in the service of defending the integrity 
of her “real physical” illness”, to begin re- 
questing pharmacological treatment — both to 
punish me and to re-establish her identity as 
an essentially somatic case. The prior learn- 
ing, however, had committed her to a renun- 
ciation of medication for abdominal distress, 
so she demanded a benzidrine inhalor to relieve 
her “hay fever’ for which she had long been 
receiving prophylactic injections every spring. 
The psychological basis of her complaint 
seemed fairly clear. Though her allergy was 
based on a sensitivity to the pollen of a sum- 
mer flowering plant, she was developing the 
symptoms in midwinter when the snow was two 
feet deep. She attempted to coerce us by be- 
coming refractory in her conduct and having 
more bowel movements—“If I don’t get this 
inhalor, I’ll get sicker, you’ll lose everything 
you have invested, and all because you refuse 
me. I’m really physically sick (both abdomen 
and nose), and you just can’t see it.” After 
several unsuccessful rational attacks on the 
problem, hynosis was applied. Her “hay fever’ 
symptoms were precipitated and then removed 
by verbal stimulation. Though the subjective 
sensations accompanying these events were 
telling, the altered respiration of a physician 
who was looking up her nose with a speculum 
proved even more convincing to her. His shal- 
lower breathing as the turbinates expanded 
and contracted counted for more with her than 
coughing and watering of the eyes. This little 
cue had tremendous impact. 


The major application of hypnosis in- 
itially involved training of the sort just 
described, with the goal of opening the 
defensive system sufficiently to allow 
reintegration to be accomplished. She 
learned that words and thoughts could 
cause pain, that her abdominal distress 
covaried with her emotional disturb- 
ance, that she could be comfortable 
emotionally, and the like. Recognition 
that she had a neurotic problem and 
that it profoundly influenced her bow- 
els was accomplished. And with the 
symptomatic support given by the hyp- 
nosis (and the therapist), her anxiety 
could be controlled sufficiently to pre- 
vent the recurrence of the “vicious 
circle.” 

This attack did not provide for real 
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alteration in her reactions to her own 
deeper needs and trends. Only evanes- 
cent relief from guilt, preoccupation, 
rumination, and the like could be ac- 
complished. Artificially created con- 
ditions of psychic comfort were too 
short-lived to provide for the necessary 
basic learning experience. After the in- 
itial intensive stage, hypnosis was em- 
ployed as a device to: (a) make her feel 
her continued importance as a “special” 
research case—to maximize the “hos- 
pital effect”, (b) make it possible for us 
to repeat the earlier learning situat- 
tions in case doubts arose, (c) continue 
symptomatic relief (long periods of re- 
laxation, obtaining a good night’s sleep, 
etc.) at crucial] junctures, and (d) fa- 
cilitate psychotherapy of the discussion, 
“working through” variety. Hypnotized 
persons are much more receptive, par- 
ticularly to implications, and do not 
mobilize verbal defenses with the almost 
compulsive vigor that they show in the 
waking state. Moreover, the hypnosis 
provides a merciful cloak behind which 
to hide afterwards, mainly through the 
implication that “I wasn’t really re- 
sponsible for what I said or did, being 
in an unnatural state’, so that less un- 
doing and self-reproach seem necessary. 
This was a point of very delicate bal- 
ance since the lack of amnesia presum- 
ably maximized psychological continu- 
ity between the trance and the waking 
state. An emotional balance in the favor 
of the “unnatural state” formulation 
was facilitated by the occasional pro- 
duction of amnesias and hallucinations, 
the whole affair being handled largely 
by implication. 


During this period, an intensive series of 
therapeutic interviews before, during, and 
after induction of the almost daily trance was 
instituted. This gave Miss X an opportunity 
to “work through” her insights, feelings, and 
needs in the hope that enough reorganization 
would be permitted by the previous learning 
to make it unnecessary for her to resort to her 


defense by self-punishment and somatic dis- 
ease when she returned to her home. Her con- 
tinuing problems such as masturbation, dislike 
for her relatives, guilt concerning her “sinful” 
sexual and other fantasies, as well as her emo- 
tional attitudes and responses and her religion 
were discussed quite mutually with the thera- 
pist—someone she now “loved and respected, 
to whom she owed a lot, and who owed a lot to 
her’. The therapist was God, man, the Devil, 
and a general cultural omnipotent all rolled 
into one. His accepting, rejecting, qualifying, 
or “emotionally supporting while disapprov- 
ing’ reactions to her behavior and ideas were 
communicated with great facility during the 
trance, probably more efficiently than would 
have been the case in the waking state. Over 
a period of several months, she came to accept 
her “sinful” nature and her aggressions. A 
reorganization of some of the punitive “hell- 
fire and brimstone” aspects of her religion left 
her with a comforting belief and protection 
against the storm. She was given “permis- 
sion,” so to speak, to do many things previ- 
ously forbidden and tried them repeatedly with 
no remarkable ill effects. Many of the thera- 
pist’s more easygoing emotional attitudes were 
apparently internalized. At crucial points, 
symptomatic and emotional support were also 
available. Religious belief was encouraged, its 
“Loving Father” aspects and the possibility 
of individual salvation on faith (something she 
certainly had) being emphasized and its darker 
side translated into the unhappy symptoms of 
other misunderstood and misunderstanding 
people like herself. Her life situation was so 
bad and her prospects so hopeless that when 
some enduring consolation had to be provided, 
it seemed most feasible to make her past work 
for her if possible. This attempt seemed to be 
relatively successful, as her sensitibity to fun- 
damentalist radio church services decreased 
markedly along with her guilt, rumination and 
preoccupation. 


The problem of termination proved 
difficult. As should be plain, Miss X had 
not been rebuilt, but had just learned a 
few things, including a number of emo- 
tional attitudes toward herself and her 
troubles. Some new, probably more 
workable neurotic defenses had been 
substituted for the old, and some power 
given her to resist the encroachment of 
the “vicious circle”. Much of this had 
been established through learning in 
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a new dependency situation with a per- 
son both sympathetic and powerful to 
her who elicited and differentially rein- 
forced her emotional behavior, as well 
as through the pedagogical application 
of hypnosis. The initial hypnotic train- 
ing made it possible for the later emo- 
tional learning to occur by blasting the 
“vicious circle” and providing some su- 
perficial insight. The later therapy was 
much more conventional, the hypnosis 
then serving partly as a symptomatic 
protective device and facilitator of rap- 
port but more as a catalyzer of largely 
emotional communication of the deli- 
cate, implicative sort so important in 
therapeutic learning. 


Termination of the relationship became in- 
creasingly imminent emotionally as her con- 
dition improved. As she had become almost 
“addicted” to hypnosis as well as quite depend- 
ent emotionally upon the therapist, the pros- 
pect of leaving was, with increasing frequency, 
the occasion for symptomatic exacerbation, 
misgivings, redoubled dependency, and the like. 
Providentially, though not so regarded at the 
time, an epidemic in town crowded the hospital 
and necessitated her removal to the locked psy- 
chiatric ward. Though she still had “special” 
status and could come and go at will, she saw 
this as a desertion and an insult. Immediately, 
violent abdominal pain, diarrhea, and all her 
old symptoms returned, together with violent 
hostility toward the staff. This provided a beau- 
tiful opportunity for reworking some of the 
material previously covered, but now entirely 
in the waking state both to show her that the 
trance was not entirely necessary for her any 
longer and because it seemed likely that her 
hostilities would have foredoomed its success 
and weakened the therapy greatly. By this 
time, the various relations were quite obvious 
to her. Within a week or so, with very little 
emotional support, she regained her equilibri- 
um—all this providing a neat “testimonial” for 
her benefit. She had been tried and found not 
entirely wanting. Contrary to her verbalized 
expectations, she really was able to handle her- 
self. Then the hypnotic trances for relaxation 
were tapered off over a period of about a 
month. The omnipotent therapist was demon- 
strated to be only human after all, without ne- 
gation of his emotional regard for the patient. 
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(He had to have an operation). Then the pa- 
tient left. Latest, though not very recent ad- 
vices, indicate that her improvement has re- 
mained surprisingly stable over a period of 
several years and that she has been able to 
cope with the rigors of her home situation in 
a not too unsatisfactory manner. She reports 
that she learned a great deal and has been 
much happier and more comfortable physical- 
ly since therapy. Symptomatic medical treat- 
ment seems also to have been able to help her 
somatic symptoms, once a modicum of psycho- 
logical control was gained. 


In this attack on what seemed at the 
time to be a hopeless case, the hypnosis 
served only to facilitate what must oc- 
cur in any successful psychotherapy— 
relearning of the behavioral or emotion- 
al variety—by eliciting relevant experi- 
ences and by catalyzing an emotional re- 
lation with the therapist which then can 
be suitably exploited. In some instances, 
the learning situations were deliberately 
precipitated, while in others, I took ad- 
vantage of events outside the realm and 
control of hypnosis, using the technique 
to turn their disadvantage into advan- 
tage as it became possible. The ap- 
proach had to be flexible, and the spe- 
cific procedures employed were chosen 
for their serviceability in achieving the 
tactical goal of facilitating learning. 

Therapeutic methods appear useful 
largely to the degree to which they make 
such essential learning possible. Reas- 
surance, support, and the like give the 
patient psychological time and strength 
so that he can achieve some learning 
and integration by himself—they mini- 
mize the urgency of the situation suffici- 
ently to free the patient for constructive 
learning on his own. The release tech- 
niques such as abreaction and catharsis 
minimize urgency and stress by reduc- 
ing the pent-up tensions, again to free 
the patient for learning. But all of these 
assume that the patient is sufficiently in- 
tact—has sufficient adjustive strength— 
to accomplish this learning largely by 
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himself. In many cases, such an assump- 
tion is gratuitous, and other combina- 
tions of techniques which more or less 
lead the patient to learning are neces- 
sary, though emotional support and ten- 
sion release continue to serve as tactical 
aids. 

The patient can be lead to relevant 
learning in many ways. In a few cases, 
the impetus provided by persuasion or 
by largely verbal formulation and in- 
terpretation seems to bring the patient 
to some reorganization and learning 
about himself, probably largely at the 
rationalization level where a new, more 
acceptable defense is acquired. Emotion- 
al reactions which were previously 
frightening and which the patient could 
not “understand” are named and fitted 
into some intellectual syntax which iden- 
tifies them and makes them less fright- 
ening. Some symptomatic relief is thus 
achieved. This learning is quite super- 
ficial. Therapy of this sort is of dubious 
value unless the patient’s relations with 
the world and with himself are funda- 
mentally sound, unless his defenses pro- 
vide for fair tension release, unless his 
circumstances are relatively auspicious 
and the like. Only exceptional cases, if 
any, willingly expose to themselves the 
fundamentals of their neurotic conflicts. 
And some such exposure is a necessary 
precondition for that unlearning and re- 
learning with regard to basic personali- 
ty defenses without which appreciable 
personality change is impossible. 

Tactics of higher emotional potential 
must be employed in order to bring to 
light and undo the defenses underlying 
more serious personality involvement. 
The disordered relations are so funda- 
mental that real reorganization of de- 
fenses is required. Intellectualization, 
semantic tricks, emotional support, and 
tension release have to be but bit play- 
ers. The patient must be led to experi- 
ence, recognize, and learn to handle 


those very features of his adjustment 
that he has dedicated himself to keeping 
out of sight. Such recognition and learn- 
ing must be performed by the patient, 
probably as a function of his vivid emo- 
tional experience under controlled and 
adequately safeguarded conditions. Rel- 
evant behavior or feelings must be pre- 
cipitated and their implications worked 
through—all on the experiential, emo- 
tional, and feeling level. In nondirective 
therapy, this is accomplished through 
the joint efforts of a bland and permis- 
sive therapist and a responsive patient. 
The successive approximation process 
known as “reflection of feeling” leads 
suitably motivated patients to experi- 
ence, see, and “understand” what and 
where they are. The therapist serves as 
a catalyst, in theory, who merely pro- 
vides the occasions for patients to ex- 
perience whatever and as much as they 
can or will. He is thought to be success- 
ful in proportion to his ability to remain 
a catalyst. The “reflection of feeling” 
technique appears to be a potent eliciter 
of emotional responses which are ciari- 
fied as to their syntax and meaning by 
the successive approximations of both 
the patient and the therapist. The pa- 
tient thus essentially provides his own 
learning situations. 

The analysis of transference and re- 
sistance in psychoanalysis serves much 
the same function, but it is believed by 
many that self-conscious capitalization 
on and recognition of the transference 
phenomena give psychoanalysis a major 
therapeutic advantage over other meth- 
ods, including nondirective therapy. The 
greatly augmented possibilities for dif- 
ferentially precipitating and making 
clear the meaning of emotional attitudes 
and defenses would seem to broaden the 
scope and increase the relevance, intens- 
ity, and depth of the patient’s emotional 
experiences. This provides an extremely 
vivid and diversified arena in which the 
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patient can learn emotionally. 

The case reported here could probably 
have been handled much more efficiently 
at several points had I been competent 
to utilize our mutual transferences more 
precisely. Transference does develop. 
Implicit denial or refusal to face it just 
changes its form. Nonrecognition of its 
operation merely excludes from manipu- 
lation this fruitful device for pronfoting 
emotional learning, possibly reducing 
the efficiency of therapy. On the other 
hand, any tampering with a relation of 
such potency is risky unless the thera- 
pist is truly competent. There is ample 
justification for keeping untrained per- 
sons from doing so. However, it would 
seem almost as risky to place the thera- 
pists in a position where transference 
will be encountered—namely, any thera- 
peutic situation dealing effectively with 
fundamental emotional attitudes—with- 
out giving them the thorough training 
in the characteristic peculiarities of 
this relation with which they ultimately 
must cope. 

What is this training? Does “unana- 
lyzed” really mean “untrained”? Do the 
injunctions of the nondirective or any 


other nonanalytic technique provide ade- 
quate safeguards against disastrous mis- 
management of the transference rela- 
tion? And is the formal manipulation 
of transference and resistances, which 
is such an integral part of psychoanaly- 
sis, as absolutely vital to the basic re- 
building of personality as some authori- 
ties believe? Though I suspect that this 
use of transference and resistance fa- 
cilitates the treatment of some cases in 
a unique and quite necessary manner, 
how much and in which cases is by no 
means entirely clear. And are there al- 
ternative but equally efficient methods? 

The answers to these questions can be 
provided neither by anecdotal case re- 
ports nor by pontification and rhetoric. 
Only explicit research can supply them. 
These considerations are vital now. We 
are planning to train a large number of 
therapists, and our training must em- 
body the best. We need more light on 
the necessary and sufficient conditions 
for that behavioral or emotional learn- 
ing of which therapy basically consists. 
And what must be learned and un- 
learned is somewhat hypothetical at 
present. 
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SHALL present briefly the theory of 

the general nature of the develop- 
ment and resolution of personality dis- 
orders which appears to me to command 
substantial agreement. With this formu- 
lation as a background, I shall attempt 
an analysis of how the relationship of 
client and therapist contributes to the 
process of cure. This analysis will, I 
hope, reconcile some apparent disagree- 
ments and also advance somewhat the 
much-to-be-desired merging of concep- 
tualizations originating in psychiatry 
and in psychology. 

There is now, it seems to me, essential 
agreement among those writers who are 
currently regarded as leaders of sepa- 
rate schools of therapy or personality 
theory concerning the general nature of 
interpersonally-determined personality 
disorders. I have in mind particularly 
Horney, Sullivan, Goldstein, Rogers, 
Alexander and French. Although these 
writers use differing terminologies, the 
referents of their terms seem to me to 
be identical. The first general thesis 
commanding agreement is this: person- 
ality disorders are a consequence of so- 
cialization anomalies or severely handi- 
capping conditions of social living so 
that anxiety-avoiding, security-directed 
trends of thought and behavior predomi- 
nate over trends yielding positive satis- 
factions which are culturally acceptable. 
There appears to be agreement also to 


1 Read at a Symposium on Psychotherapy 
and Counseling, American Psychological Asso- 
ciation, Division of Clinical and Abnormal Psy- 
chology, Detroit, Mich., September 12, 1947. 
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the statement that the security-main- 
taining trends are often only partly suc- 
cessful because they frequently conflict 
with one another or in other ways create 
further anxiety-avoiding problems. A 
third area of agreement concerns the 
characteristic of the patient which is 
utilized in achieving improvement or 
cure. Again we find differences in termi- 
nology, but I believe substantial agree- 
ment on the assumptions made. Rogers 
postulates a growth trend which in suc- 
cessful therapy is freed. Horney speaks 
of the recovery of the self and the 
achievement of spontaneity. Goldstein 
finds it necessary to assume a trend 
to self-actualization. Alexander and 
French assume dynamic potentialities 
for healthy development. Sullivan as- 
cribes to the personality an intrinsic 
tendency toward mental health. It is 
worth noting, I believe, that each of 
these writers posits a nonspecific dy- 
namic trend which is consonant with the 
wholistic hypothesis and which takes the 
place of Freud’s dual instinct hypothe- 
sis. A fourth area of agreement concerns 
the goal of radical as opposed to mel- 
iorative treatment: the goal of therapy 
is such a reorganization of the person- 
ality as brings about the intrapersonal 
conditions necessarv to the atiainment 
of satisfactions which also yield, or are 
compatible with, security. 

I should like now to consider the un- 
realism and rigidity in the social per- 
ceptions and other adiustive behavior 
of persons suffering from functional 
personality disorders. It is generally 
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recognized that in such persons there 
are laid down as outcomes of their ex- 
perience with significant adults and 
contemporaries, especially in the early 
stages of life, what turn out to be un- 
realistic assumptions or cognitive struc- 
tures concerning (A) the nature of the 
self as an agent for attaining its own 
goals, (B) the self as a social object, 
and (C) concerning what can be de- 
pended upon in others. These implicit 
assumptions, however frustrating or 
anxiety-evoking, have a strong tendency 
to persist unchanged. This fact was ob- 
served by Freud, and incorporated by 
him into his theoretical system in the 
concepts of repression, the unchanging 
unconscious, the super-ego, and the rep- 
etition compulsion. It has remained for 
Fritz Heider? to make explicit in terms 
of experimentally founded theory one of 
the chief reasons for this persistence. 
It is this: security, meaningfulness, or- 
der, closure, all tend to be served by as- 
similating later experience to the struc- 
tured form of earlier experience. The 
conditions under which such assimila- 
tion of the new to the old does not oc- 
cur, and the old gets broken down, are 
the conditions of cure. The chief condi- 
tion, we may say in passing, is the per- 
sistent, sharply unambiguous contrast 
of the later with the earlier. 

A second factor favoring the rigid, 
unmodified continuation of the handi- 
capping, unrealistic self-other assump- 
tions is a paradoxical one. As has just 
been pointed out, making later experi- 
ence consistent with earlier experience 
provides the security of dependability. 
But frequently, in the case of persons 
suffering from personality disorders, 
the dependable is itself a source of help- 
lessness and anxiety. Since, however, the 
dependable is dependable, it becomes 
functionally, though not necessarily ex- 


2 F. Heider, Social perception and phenome- 
nal causality, Psychol. Rev., 1944, 51, 358-374. 


plicitly, a given in the adaptive prob- 
lem. The problem then becomes the 
avoidance of helplessness and anxiety 
rather than the revision of unrealistic 
assumptions. Not merely does later ex- 
perience then tend to be assimilated to 
a pre-existing framework, but the pre- 
potent need for anxiety-avoidance and 
the attainment of security often in- 
volves the avoidance of situations where 
one might have corrective experience. 
The need for anxiety-avoidance involves 
also a reduction in the freedom of ver- 


.bal interchange with others, thereby 


again reducing the likelihood of cor- 
rective experience. This state of affairs, 
furthermore, facilitates autistic, regres- 
sive, and other inadequate types of ef- 
fort toward resolution of difficulties 
which become the more complex and 
disheartening. 

How, through the contacts of thera- 
pist and client, is change in the direc- 
tion toward improvement or cure 
brought abcut? The most widely known 
answer to this question is the answer 
given by Freud. Lying on a couch with 
the analyst sitting out of his range of 
vision, the unhappy patient free-associ- 
ates. There are resistances to associ- 
ating freely. The patient also in the 
course of his narrative perceives and 
feels toward the therapist as though he 
were significant persons in the patient’s 
past. The therapist analyses or inter- 
prets to the patient the meaning of his 
resistance and his transferences. Even- 
tually, after hundreds of hours, the 
causes of the patient’s symptoms are 
eliminated, his personality is reorgan- 
ized, his symptoms gone. He is an ex- 
ample of radical cure. 

The recent monograph of Alexander 
and French as well as other reports on 
the results of differing therapeutic pro- 
cedures make it clear that the classical 
method of psychoanalysis, like the ear- 
liest r-ethod of obtaining roast pig by 
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burning the barn down, while effective, 
is cumbersome; and that comparable re- 
sults can be obtained more economically. 
This is not to suggest, however, that 
the new and more efficient procedures 
are based upon entirely different prin- 
ciples. Nor should the last statement be 
taken to imply that Freud either entire- 
ly understood or correctly formulated 
the relevant principles. 

It is a curious fact that although psy- 
choanalytical therapy has evolved 
around the observation of Freud that 
the patient’s perception of the therapist 
is inaccurate, there has not been until 
recently much systematic study of the 
stimulus and situational factors in the 
therapeutic relationship and procedure 
which might be codeterminants of these 
distortions and of their stubborn per- 
sistence. Within the last decade, how- 
ever, significant contributions have been 
made by Sullivan, Rogers, Horney, Hei- 
der, and Alexander and French, to our 
understanding of how variations in the 
therapeutic situation and in the role of 
the therapist act as stimulus determi- 
nants of how the patient perceives the 
therapist. 

Two objective conditions are deter- 
minants of whether a given personally- 
significant, recurringly-experienced per- 
son or situation will be responded to in 
terms of its objective characteristics. 
These are (A) its clarity or absence of 
ambiguity and (B) its consistency. 
Nothing is so convincing or so conducive 
to differentiation, to accurate experi- 
ence of uniqueness, as consistency. This 
fact, I believe, has great power to il- 
luminate what occurs in the therapeutic 
relationship. To the extent that the 
therapist and the therapeutic task and 
situation are clear and consistent, to 
that extent the client should progres- 
sively respond to the therapist realis- 
tically. To state the principle more gen- 
erally, when a contemporary, recurrent 


situation is clearly and consistently dif- 
ferent from earlier situations to which 
it at first gets assimilated, a perceptual 
conflict is instigated. And it tends to be 
resolved realistically. Whether there 
will be therapeutic value in such consist- 
ency on the part of the therapist will de- 
pend upon the nature of the consistency 
displayed. When these conditions of un- 
ambiguity and consistency are met in 
the therapeutic situation, it should fol- 
low, to state the same proposition nega- 
tively, that parataxic distortions in re- 
sponse to the therapist will progres- 
sively diminish. If such distortions di- 
minish more slowly in the classical psy- 
choanalytical relationship than in some 
other therapeutic relationships, there is 
presumptive evidence that in the ana- 
lytic relationship ambiguity and incon- 
sistency are higher. Several factors in 
the analytic procedure could make for 
ambiguity: the therapist being out of 
the range of vision of the client; the 
long silences of the therapist; apparent 
inconsistencies in the attitude of the 
therapist arising now from the display 
of understanding tolerance, now from 
the assertion that the patient is exhibi- 
ting resistance, now from the making of 
dogmatic, anxiety-evoking interpreta- 
tions. Sullivan observes that the pur- 
pose of the interviews is often not clear 
or becomes confused for the patient. He 
notes also that the purpose sometimes 
seems to the patient to be the humilia- 
tion of the patient. All of these factors 
which make for ambiguity and thus 
prolong invalid transferences have been 
noted either by Sullivan or by Alexan- 
der and French. 

It is implicit in what has been said 
already that for persons with person- 
ality disorders, because of their under- 
lying insecurity about themselves and 
others, an ambiguous or inconsistent 
social relationship tends to arouse anx- 
iety which in turn clouds or distorts 
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perception. Further distortions may be 
induced by behavior of the therapist 
which directly arouses anxiety. This lat- 
ter fact has, of course, long been a mat- 
ter of concern and discussion by ana- 
lysts. 

Rogers has, I believe, given us the 
most detailed description of a therapeu- 
tic procedure as regards the specifica- 
tion of the therapist and the therapeu- 
tic situation as a stimulus for the client. 
An examination of his procedure illus- 
trates the application of the principles 
we have just been considering. Here, as 
in the psychotherapy recently described 
by Alexander and French, the client 
sits within full view of the therapist. 
Silences are infrequent. Both by ex- 
plicit and by implicit means extraordi- 
nary efforts are made to make the atti- 
tude and the role of the therapist clear 
and consistent. The task or role of the 
client is also repeatedly clarified. The 
evidence indicates that the client be- 
comes secure in the relationship in the 
sense that he comes to be confident of 
precisely what he can expect in the re- 
lationship. 

Another aspect of security in the 
Rogers procedure is provided in what 
we might call the content of the securi- 
ty. The therapist is consistently not an 
authority figure, at least not any of the 
kinds of authority figures the client has 
experienced. The therapist neither com- 
mands, censures, directs, advises, nor 
displays moments of omniscience, nor 
does he give reassurance in the usual 
sense of the term. His responses to the 
statements of the client do not question 
the accuracy of what is said, are not in- 
terpretative in the sense of saying in ef- 
fect, “You have this attitude or do thus 
and so because of so and so.” The thera- 
pist’s responses are designed to convey 
acceptance, warmth, and understanding. 

The effect of this clarity, consistency, 
and avoidance of anxiety-evoking atti- 


tudes and statements is to minimize the 
occurrence of unrealistic transference 
effects and to maximize the perception 
of the therapist in a differentiated way. 
How quickly this differentiation will be 
achieved varies from client to client, 
presumably in accordance with varia- 
tions in their social histories and pre- 
senting conditions. 

That such a realistic perception of the 
therapist can contribute to the achieve- 
ment of enduring therapeutic changes 
appears to be denied by the standard 
psychoanalytic formulation of the pro- 
cess of cure. In analysis, as bequeathed 
by Freud, a transference neurosis is re- 
quired, and the interpretation of it and 
of resistance phenomena bring about 
the cure. The analytic view of the Rog- 
ers procedure and its congeners is that 
they are forms of supportive therapy, 
and that the so-called cure is sympto- 
matic, temporary, and dependent upon 
the maintenance of the relationship. 
The facts contradict the theory. I refer 
not merely to the outcomes of cases 
treated by therapists who are followers 
of Rogers, but also to the outcomes of 
treatment by similar methods reported 
by Alexander and French. The facts, 
then, require a modification of the 
Frendian theory. The contradiction 
arises in large part from the failure of 
the Freudian theory to take account of 
the fact that a relationship giving sup- 
port, in the sense of giving security and 
understanding, may perform a cataly- 
tic function. Such a relationship induces 
a set of conditions in the client which 
permit and encourage the observing, the 
thinking, and the enlargement of social 
experience which in turn bring about 
the reorganization of the handicapping 
self-other assumptions. Such a view of 
the primary functions of the therapist 
is substantially that expressed by Sulli- 
van, by Rogers, and by Alexander and 
French. The rest is largely a matter of 
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favorable environment and the opera- 
tion of the laws of learning and think- 
ing within the dynamic context of the 
inherent trend toward mental health. 
The chief difference, I believe, be- 
tween Rogers and the post-Freudians, 
Horney, Sullivan, Alexander and 
French, lies in the area of the use of 
interpretation. This term has a wide 
range of referents, a fact making for 
confusion in critical discussion. In its 
most general sense, interpretation re- 
fers to giving meaning to an item or 
event by placing it in a context. If the 
setting or context is changed, the inter- 
pretation is changed. Rogers advocates 
the avoidance in treatment of one clear- 
ly defined type of interpretation, name- 
ly, statements by the therapist in the 
form. “You do this or feel this because 
. ” These avoided interpretations 
are mostly of the genetic variety, now 
much less stressed by the more liberal 
analysts. Interpretations of certain oth- 
er sorts are not and cannot be avoided. 
The meaning of any act or statement 
by the client inevitably is determined 
in part by the response of the therapist 
to it. If no response or an ambiguous 
response is made, then the field is open 
for the client to supply meaning in ac- 
cordance with his wishes or fears de- 
rived from his experience with signifi- 
cant others. Here we face again the fact 
that ambiguity in the social stimulus 
situation is a critical determinant of in- 
valid transferences or parataxic distor- 
tions. Another type of interpretation, 
common to Sullivan and Rogers, consists 
in a redirection of attention which 
raises that which is in the background 
of the momentary organization to ex- 
plicit awareness. When this is done, 
whether by naming or otherwise, not 
merely is the nonconscious made con- 
scious, but the existing phenomenal or- 
ganization is often radically changed by 
the introduction of the new item, just as 


the introduction of an additional letter 
into a word can change the meaning of 
the word. Summary statements, bring- 
ing together items separated too widely 
in time in the report of the client for 
him to relate them, is another mode of 
interpretation used by Rogers and oth- 
ers. Closely related to summary state- 
ments are reformulative interpretations 
based simultaneously upon data given 
by the client and upon general social- 
psychological theory. 

No therapists, I believe, have made ex- 
plicit use of one principle which partly 
governs the meaning which the client 
will give to the behavior and the state- 
ments of the therapist. I refer to the 
fact, commonly recognized and beauti- 
fully demonstrated experimentally by 
Heider and Simmel,’ namely, that the 
meaning we give to what a person says 
or does derives in part from the perma- 
nent character which the person has in 
our minds. Thus the banal statements 
of witty people tend to be interpreted 
as witty; or, to take another example, 
the critical statements of those who are 
established in our minds as accepting 
and liking us tend to be regarded as 
friendly rather than threatening acts. 
From this fact there follow extreme- 
ly important implications for therapy. 
Once the therapist by his unswerving 
consistency in being accepting and un- 
derstanding has become that sort of per- 
son in the quasi-permanent cognitive 
structure of the client, it is possible for 
the therapist to ask probing questions, 
to offer unflattering reformulations of 
the data presented with little risk of 
arousing anxiety and the series of 
defensive and disorganizing changes 
which follow. When such a stable, safe 
perception of the therapist is reinforced 
by concrete evidence that the therapy is 


°F. Heider and M. Simmel, An experi- 
mental study of apparent behavior, Amer. J. 
Psychol., 1944, 57, 243-259. 
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actually helpful, then it is even more 
safe for the therapist to take a more 
active role in directly aiding the reor- 
ganization of the present and past ex- 
perience of the client, subject always, 
of course, to the caution against person- 
al projections and against being dog- 
matic or doctrinaire in offering refor- 
mulations. 

In the light of these observations, it 
seems to me that Rogers has erred on 
the side of conservatism in his proscrip- 
tion of the use at any time of reformu- 
lative interpretations. On the other 
hand, my own therapeutic experience 
bears him out in his observation that the 
client, once he begins to achieve calm and 
courage, has extraordinary capacities 
for reformulating without aid his handi- 
capping, unrealistic self-other assump- 
tions. Thus it can be argued that al- 
though within a firmly established rela- 
tionship, it will not retard therapy to 
give reformulative interpretations, the 
giving of them is unnecessary. Nonethe- 
less I believe that with many clients help 
of this kind given after the accepting, 
understanding character of the thera- 
pist is thoroughly established can speed 


the process of reorganization. 

The upshot of what I have been say- 
ing is this. The understanding of how 
the therapeutic relationship functions 
in the process of psychotherapy requires 
consideration of the relationship as a 
recurrent social stimulus situation for 
the client as well as consideration of the 
factors in the client which dispose him 
to distort his perception of the thera- 
pist. Classical psychoanalytical theory 
has emphasized the latter considera- 
tion almost to the exclusion of the 
former. A theoretical formulation which 
integrates both considerations is re- 
quired. Such a theory is to be found in 
the general formulation by Heider of 
the phenomena of social perception and 
cognition. Additional advantages of his 
theory are (A) that it illuminates the 
underlying identities of principle upon 
which the different schools of therapy 
are founded, (B) that it takes a long 
first step toward the unification of the- 
ory derived on the one hand from clini- 
cal data and on the other from experi- 
mental data, and (C) that it provides 
an orientiation for fruitful research at- 
tacks upon problems of psychotherapy. 
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T APPEARS as one of the funda- 

mental qualities of culture itself 
(Childe) that man creates extensions 
of his self: tools in order to be more 
effective, and standards of measure- 
ment in order to be more accurate. In 
the study of man we have made use of 
both. The more we approach the springs 
of behavior, the set of hypotheses about 
drives and motives to which we refer 
as the “dynamics of personality”, the 
more we have found it necessary to go 
back to our concept of instruments, that 
is, in reality, to modify and expand it. 
In the most significant and most subtle 
test of our science, in its application to 
changing personality as in education 
and psychotherapy, we can rely only on 
what Murray has termed “psychology’s 
forgotten instrument” — the psycholo- 
gist himself. Apparatus can, of course, 
be employed helpfully for a convenient 
recording of therapeutic activity and 
subsequently for a study of technique. 
It would be a dangerous error, in my 
opinion, to regard it as anything but a 
contingent. 

The effort of the therapist hence ex- 
tends in two directions: toward the pa- 
tient, and toward himself, as the mu- 
sician brings into proper relation the 
score and his instrument. The self-ex- 
perience of the therapist, however, com- 
prises not only the technical manipula- 
tion of his own self; it implies also that 
the therapist, while doing therapy, is 


1Read at a Symposium on Psychotherapy 
and Counseling, American Psychological Asso- 
ciation, Division of Clinical and Abnormal! Psy- 
chology, Detroit, Mich., September 12, 1947. 
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all the time human in the slightly re- 
proachful sense inherent in this term. 
The therapist does not function like an 
intellectual robot or, conversely, a guard- 
ian angel separated by a world from the 
confusion which he is now about to 
straighten out. This humaneness of the 
therapeutic effort is the cause of a great 
deal of insecurity, especially for the be- 
ginner, a concern more often silent and 
subdued than openly reflected, as it 
should be. It is, of course, in its humble 
way also the chief asset of the therapist, 
the only vehicle of understanding an- 
other person. But above all, it is a fact 
that we can only hurry to recognize; and 
we must plan whatever designs we 
have in accordance with it. Hence, 
every form of psychotherapy, whether 
it admits to it or not, has a technical 
and a subjective aspect to it. It is my 
belief that no therapy can do the spe- 
cific job which it is called upon to do 
without frank and detailed considera- 
tion of both aspects. In its technical 
aspect therapy aims to understand and 
to affect the patient in such a way that 
the disturbance which has made him 
seek help is relieved. In its subjective 
aspect the therapist experiences himself 
as an instrument, sensing, feeling-in, 
intuitively anticipating as well as weigh- 
ing and organizing data, tuned to the 
therapeutic effort. At the same time he 
experiences himself (although he may 
refuse to be aware of it) as responding 
subjectively to a variety of emotional 
stimuli, so that he may be cast down, 
anxious or angry at least in the subtle 
initial stage of these, and of a multi- 
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tude of other feelings. 

Individual psychotherapy is a pecu- 
liar relationship of two people. The 
specific quality of this relationship is 
referred to, often glibly, as a transfer- 
ence. I think it will be more helpful 
here to distinguish rapport from trans- 
ference proper. The therapeutic situa- 
tion is an unusual one in that the pa- 
tient comes for help and talks about 
matters otherwise not disclosed. He is 
met by an attitude of unconditional ac- 
ceptance, a point common to all systems 
of psychotherapy. The feeling of con- 
fidence fostered under these circum- 
stances, a composite of trust, respect 
and liking of the therapist, is rapport. 
It makes it possible for the patient to 
communicate his problem and to accept 
the initial guidance of the therapist. 
Under certain conditions, as a rule those 
of intensive psychotherapy (psycho- 
analysis), when specific technical means 
are applied, this attitude may develop 
into one in which the therapist becomes 
the object of intense emotions on the 
part of the patient, who inevitably com- 
mits himself to an attitude of depend- 
ence upon the former. In his feelings 
the patient will regularly repeat pat- 
terns of early attachment to parental 
figures. This, then, is transference. 

Early in the development of psycho- 
analysis, to which the concept of trans- 
ference is owed, a complementary atti- 
tude on the part of the therapist was 
defined as counter-transference. Again 
we will be safer if we distinguish at 
least two levels: one on which sympathy 
and understanding are the complements 
of rapport on the therapist’s side; the 
other referring to emotions pertaining 
to the therapist’s own development, 
which were aroused by the patient’s a- 
titude, or by the nature of his problem. 
This would be counter-transference 
proper. 

What is outlined here as the self-ex- 


perience of the therapist is affected by 
both but is not identical with either. It 
comprises the therapist’s immediate in- 
ner reaction during, and to, a complex 
task. I am speaking of a situation, in 
short, which the ego perceives as a chal- 
lenge, and sometimes as a threat, to its 
self-regard, to its desire for mastery 
(Ives Hendrick) and to its instinctual 
balance. 

It will be necessary at this point to 
give some definition of the therapeutic 
situation. The patient is constrained by 
his symptoms; whatever his problem 
may be, it will restrict him in his inner 
and outer experiences; it will take up a 
good deal of his mental and physical 
energy somehow to live with his neu- 
rosis; it will in any case mean a severe 
blow to his self-regard. If he were not 
in need he would not seek help, yet at 
least in the beginning he will not for- 
give himself nor the therapist for doing 
so. The patient—I am speaking of neu- 
rotic maladjustment—hence is naturally 
inclined to become dependent on the 
therapist, which is also the logical con- 
sequence of the structure of neurosis. 
He will love and hate the therapist ac- 
cording to the phase of transference, 
but he will almost always (though often 
quite grudgingly) admire him and con- 
cede his superiority. Rapport, let alone 
transference, can only develop when the 
therapist has succeeded in showing that 
he understands the patient more effec- 
tively than the patient does himself; 
that he is unperturbed by the problems 
which have defeated the patient, and 
uninvolved in the repetitious whirl of 
emotions in which the patient is caught; 
finally, that his talking and explaining, 
and even his being silent, helps. The 
therapist, conversely, notices that he is 
most of the time a few jumps ahead of 
the patient by virtue of his training and 
by the very nature of a situation in 
which the patient relives his problems 
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while the therapist observes them. He 
gathers, too, that the involvements of 
the patient have no power over him and 
that the patient derives some relief from 
his formulation, and often improves. If 
these conditions do not materialize they 
offer an equal number of frustrations 
for the therapist, often coupled with 
anxiety: not to understand the patient; 
to get actually involved in his emotions; 
mot to succeed in the task undertaken, 
namely, to help him. With a semblance 
of success and with the security gained 
from practice of some standing, this 
pattern of experience may develop into 
a growing indulgence, gradually, as it 
were, covering the therapist’s critical 
sense with the mold of delusion, of om- 
niscience and unfailing superiority, in 
short, of omnipotence. 

In summary, for the therapist, the 
psychotherapeutic situation contains 
great potenial gratifications, involving 
corresponding risks of frustration and 
anxiety, or indulgence and delusions of 
omnipotence. 

The gratifications of the therapist are 
in themselves of considerable complex- 
ity. The very situation, as was pointed 
out before, offers gratifications for two 
of the deepest and oldest of our crav- 
ings: the wish to be liked and the wish 
to be important, of which the latter is 
only another expression of that funda- 
mental desire to be active and deter- 
mining where, by the biological depend- 
ence of childhood (Roheim), we had to 
be passive and dependent. Besides these 
general trends there is a variety of roles 
which the therapist is liable to re-enact 
in the therapeutic situation: that of the 
older brother, the free-thinker, the one 
who has to learn every secret, the good 
father, etc., according to the constella- 
tions under which his own personality 
was shaped. We must not expect that 
as therapists we will ever be free of 
these inclinations. There is no reason 


that we should be. A person who has 
severed himself from the continuity of 
images and strivings of his own devel- 
opment and lost contact with his uncon- 
scious, would make but a lame therapist. 
What is important is that we know 
about them; that these motives in us be 
as conscious as possible so that we can 
control them when they seem to take 
over the therapeutic situation unduly. 

Next to the problems inherent in the 
relationship of the therapist to the pa- 
tient (notwithstanding its unusual and 
lopsided character we must never forget 
that it is a relationship between two 
people) is the emotional response of the 
therapist to the therapeutic situation. 
In therapeutic behavior, when it is ade- 
quate, the subjective impulses and de- 
sires of the therapist are kept at a mini- 
mum without this restriction being 
felt as much of a frustration. The thera- 
pist’s ego functions freely for an objec- 
tive purpose, the understanding and 
therapeutic management of the patient. 
The ego, at least in principle, can rea- 
lize itself fully here. It is all perceiving, 
remembering, reasoning, in short, think- 
ing, and by the results of its reasoning 
the ego decides more freely and more 
objectively than on any other occasion 
what action to undertake. In psycho- 
analytic terms one might think of a tre- 
mendous infusion of narcissistic energy 
from instinctual sources reduced with- 
out conflict. 

All this holds out three gratifications: 
(a) to be objective and to control one’s 
impulses which in terms of the precepts 
of our culture are two major achieve- 
ments (Superego) ; (b) to be free from 
the shackles of instinctual demands and 
hence from the necessity to accommo- 
date them or to ward them off; to be 
rational and realistic, understanding 
and helpful, and, by virtue of the ab- 
sence of emotional needs, free and su- 
perior. By the same token the thera- 
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pist is able to realize personal and group 
ideals so that he can feel identified with 
a professional or ideological group (Ego 
Ideal). (c) The self-experience of an 
expanded and intensified ego, through 
the full realization of undisturbed ap- 
propriate functioning; because of its 
intellectual mastery and competence the 
ego can be content with itself. To para- 
phrase this: I am good because I am 
rational and don’t want anything for 
myself; and: I am as I always wanted 
to be, free, unimpeded and superior, 
like my admired teacher (or training 
analyst) and like other ideal therapists. 
All these gratifications imply self-ac- 
ceptance. Both the therapist’s own ob- 
servation and the patient’s exclama- 
tions, “You are so wise and so kind,” 
conspire to make this the most signifi- 
cant subjective experience of doing 
therapy. 

The danger here is that the therapist 
after having successfully overcome the 
demands of his own impulses, should 
gloriously fall for his narcissism; he 
would at the same time, as it were, 
through the back door, get what every- 
body desires, namely, love and admira- 
tion. The higher smugness is actually 
the major vocational disease-risk of the 
therapist, whether it find expression as 
that angelic air of patience and forbear- 
ance in the face of whatever neurotic 
naughtiness the other person—any other 
person—is liable to, or that pointed su- 
periority which has the answer to all 
questions. In this narcissism all dangers 
of the therapeutic situation converge, 
from the patient’s dependence and the 
therapist’s parental role to the peculiar 
implications of the therapeutic activity 
itself. From this central point several 
other characteristic problems of therapy 
can be followed up. 

We have taken our bearings from the 
optimal functioning of the treatment 
situation. Actually, it is not always easy 


to tolerate the ferocious clutch, or the 
obstinate indifference of the patient. To 
accept imposition is in the nature of a 
relationship which artfully veers from 


the adult without to the truant child 


within, but a certain self-denial will 
then have to be a matter of course. 
While with practice it may become auto- 
matic, there is no self-discipline without 
a price. The pretense of therapeutic 
superiority over any untoward subjec- 
tive reaction is here a real danger as it 
may keep us from facing realistically 
what otherwise will invariably encroach 
upon our work (Lorand). To feel taxed 
by a patient or momentarily to dislike 
him for other reasons, is natural enough. 
It is imperative for the therapist to know 
it. This is also true of feelings of discour- 
agement and rejection. Understanding 
is not often the self-possessed mastery 
which it was presented to be on princi- 
pal grounds before. A major source of 
tension is, naturally, the handling of the 
therapeutic technique itself. Should I 
talk now, or wait? And if I talk now, 
how should I put it? This is the uni- 
versal problem on its simplest level. All 
these incidental experiences may make 
for considerable pressure. While it 
should never be fitful or chronic if the 
therapist’s personality is at all adequate 
to his job, his exasperation with the pa- 
tient, and much more often with him- 
self, may affect him considerably. The 
point is that these feelings must be rec- 
ognized and properly related by the 
therapist to his own emotional tenden- 
cies, knowledge of which is among the 
therapist’s indispensable equipment. 
Thus it is hard to see how intense or 
deep psychotherapy can be done without 
the insight into one’s own self which 
only the analysis of the therapist can 
supply. 

What the therapist should say and 
when, offers, as I just said, the most 
common examples of the problems of 
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the beginner. On the side of unchecked 
indulgence is the enthusiasm of insight: 
“Ah, I’ve got it,” conveying to the pa- 
tient right away what has been grasped 
so cleverly. Yet the therapeutic situa- 
tion may demand avoidance of formu- 
lation as much as offering it. If the 
therapist, however, responds so eagerly 
to an opportunity which grants him an 
instant of success, there must be a good 
deal of subdued hunger in him for some 
such reward. Equally characteristic is 
reticence out of insecurity or, more 
often, profuse talking in order to break 
the tension of an unmastered situation. 

It is indeed true that the therapist 
should at every moment know what he 
is doing; that is, he should proceed in 
terms of his understanding of the psy- 
chological state of the patient at the 
present moment. His perception may be 
wrong, and often will be, owing to the 
inchoate state of his insight. What mat- 
ters is that the therapist act consistently 
with his ideas yet fully aware of their 
tentative character, so that every for- 
mulation be an hypothesis as well as 
the testing thereof. The difficulty of this 
proposition will be apparent when one 
considers that it is, after all, a substan- 
tial part of the technique of psycho- 
therapy. In the self-experience of the 
therapist, it is reflected in the various 
defenses against failure. 

These defenses are as characteristic 
as are the dangers against which they 
were set up. Self-disparagement and 
diffidence are related to the therapist’s 
overrating of his scope under the nar- 
cissistic temptations described before. 
To copy somebody whom one thinks su- 
perior, or to adopt a pattern of behav- 
ior imagined secure as well as appro- 
priate, without examining whether it is 
really suitable or not, is a typical mode 
of defense for certain trial situations. 
It can not be denied that the magic as- 
pects of such emulation are sometimes 


quite conspicuous in psychotherapy. 
Practically speaking, this form of de- 
fense consists in the imitation, often un- 
conscious, of the object of a not yet quite 
outgrown transference such as an ad- 
mired teacher, or in adopting manners 
and means observed under circumstanc- 
es when they inspired awe and admira- 
tion. In its more subtle forms this at- 
tempt at self-protection in a difficult 
task finds expression in an artificial 
poise and stiff noncommittalness, and 
generally in a demeanor from which any 
personal qualities have been drained. It 
is important to recognize the need for 
this type of behavior for what it is, for 
it will give little real help except for 
likening the therapist to the current 
popular cliché, but it will almost cer- 
tainly restrict him in using the resourc- 
es of his personality to advantage. 
Psychotherapy is not a cast of behav- 
ior, something that has to be put on, 
but a delicate interaction which has to 
be appropriate to its avowed purpose 
but otherwise leaves the therapist as 
natural and spontaneous as he can be. 
(Fenichel). It is actually a sign of pro- 
fessional maturity when the therapist 
begins to drop role and gesture and un- 
dertakes to be himself. He will have 
found out then that he can only do his 
work best in his own way and with the 
resources of his personality. It is ad- 
mittedly difficult to acknowledge that 
one may not have the intuitive grasp, 
the capacity for dramatic solutions and 
imaginative variety one has admired so 
much in others. Psychotherapy being 
an intensely personal subject, however, 
it will be better in the end to work with 
what one is, instead of what one would 
want to be. The advanced stages of 
therapeutic growth may well consist in 
adapting general procedures to the fa- 
cilities and limitations of one’s own per- 
sonality. Therapy predicates not only 
the acceptance of the patient but also 
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that of the therapist by himself. Only 
when he has solved this problem and 
can afford to be himself, will he be able 
to appreciate basic conditions of ther- 
apy shrouded before by his subjective 
reactions. 

Two such conditions come to mind. 
All therapy is an effort toward limited 
goals. These goals should be defined as 
soon as feasible though with a flexibil- 
ity which allows for such changes as the 
progress of therapy may indicate. For 
the subjective experience of the thera- 
pist this means that he has to control 
a host of wishes and phantasies, again 
implying the need to be realistic and 
very conscious of his own promptings. 
Therapy is only a small segment of the 
patient’s life which goes on with its gra- 
tuities and accidents independent of the 
therapist’s endeavors. A promising piece 
of re-education may be foiled, a hopeless 
one suddenly show real growth, by the 
vicissitudes of life far away from the 
consulting room. The recent war has 
supplied innumerable examples. Nor do 
we know enough about personality that 
we can presume to change it fundamen- 
tally. It does not make biological sense 
that an organism molded into a certain 
pattern under innumerable influences 
over many years, should be changed pro- 
foundly through an influence within a 
few months. A therapist who insists on 
the rebirth of his patients may have 
missed his calling. 

The second condition is the impor- 
tance of time. Psychotherapy is a pro- 
cess of re-education (Freud, I. Hollos) 
which in view of its comprehensive 
character must take time. Maladjust- 
ment, as a rule, is not the effect of one 
event but of lasting circumstances 
(Bowlby). Neurosis is “grown”; so is 
adjustment. We must allow a lot of 
time even for the partial change of a 
person who has turned into his present 


precarious state over two or three dec- 
ades. “Waiting” in psychotherapy 
should be an expression of the fact that 
many lines of experience converge in 
the patient. He may vicariously, through 
a kind of osmosis, as it were, make sig- 
nificant progress in fields other than the 
ones on which therapy is focussed just 
then. With the realization of the mean- 
ing of time in therapy the import of 
any individual move will be reduced to 
its proper proportion. No incident in 
therapy is as relevant in itself as it is 
in the context of the therapeutic process 
as a whole. What seems to matter is an 
attitude embodying certain fundamental 
principles, not the just-so quality of 
single steps. 

In summary, then, the therapist in his 
subjective experience of therapeutic 
work encounters two temptations: (a) 
The gratification of his instinctual needs 
in the disguise of therapeutic activity 
which is likely to follow along the repe- 
tition of certain subjective patterns of 
his own development; (b) indulgence in 
the narcissism which the therapeutic 
situation amply occasions. Necessary 
for satisfactory work is the ability to 
sustain the tension implied in the need 
to understand his own reactions, and 
thus to control them. The therapist 
should be able to accept himself as well 
as his patients; he must learn to do 
therapy in his own way, not through an 
adopted pseudo-personality (role) and 
without a protective set of gestures. 
Therapeutic understanding of others 
will be effective only if the therapist 
maintains a constant scrutiny of his own 
self (Sachs). In order to deal with the 
unconscious of other people it is im- 
perative to be highly conscious oneself. 
Nobody has so much reason, so much 
obligation and so much plain need to 
know himself as the therapist. 











PSYCHOTHERAPY AND COUNSELING: 
SUMMARY OF DISCUSSION’ 


ARTHUR W. ComBs, Syracuse University. 

I should like to comment briefly on the over- 
all implication of these papers rather than to 
discuss their details. 

Dr. Wyatt, who represents a psychoanalytic 
position, has called our attention very forci- 
bly to the importance of the therapist’s own 
self in the therapeutic relationship. The im- 
portance of the therapist’s own adjustment 
and awareness of self is important not only 
to therapy, but to many other fields of psy- 
chological work as well. While I would agree 
to the necessity for full understanding of the 
therapist’s self, it seems to me that the im- 
portance of the problem as well as the kind 
of self desired will, of necessity, be a func- 
tion of the frame of reference we adopt in 
therapy. Thus, psychoanalysis, which relies 
heavily upon transference, counselor interpre- 
tation and the dependence of the client upon 
the therapist, makes the self of the therapist 
a very vital part of the process. The thera- 
pist constantly is involved in the treatment 
process and assumes a tremendous responsi- 
bility for his clients’ behavior. As Dr. Wyatt 
has pointed out, this is heady stuff. In non- 
directive therapy, which minimizes both the 
interpretative function of the therapist and 
the extreme dependency of the client upon the 
therapist, some of Dr. Wyatt’s admonitions 
seem less likely of violation. 


In any event, Dr. Wyatt’s stress upon coun- 
selor attitudes rather than techniques is both 
timely and important. We may yet come to 
see the therapist not as a technician but as a 
kind of person. Perhaps, in our counselor 
training we shall have to concern ourselves 
with total personality development more than 
with intellectual or academic knowledge. 

In the case history which Dr. Hunt has pre- 
sented one finds used in rapid succession such 
varying techniques as transference, hypnosis, 


1Summary of discussion at the Symposium 
on Psychotherapy and Counseling, American 
Psychological Association, Division of Clinical 
and Abnormal Psychology, Detroit, Mich., Sep- 
tember 12, 1947. Edited by R. Nevitt Sanford, 
University of California. 


and 
The eclectic philosophy, 
from which he seems to speak, leads inevitably 
to inconsistencies in the therapist’s techniques 
and to corresponding inconsistencies in the 


reassurance, encouragement, education, 


“rational attack’. 


client’s perception of the situation. It is un- 
doubtedly true that eclectic methods often get 
results. Conflicting frames of reference, how- 
ever, necessarily lead to conflicting applica- 
tion. For the optimum advancement of our 
science, it is necessary for us to discover a 
consistent, experimentally demonstrable theo- 
retical foundation. Whatever one may think 
of psychoanalysis in its various branches, its 
methods have grown out of an attempt to con- 
struct a consistent theoretical structure, and 
it has accordingly contributed more signifi- 
cantly to both theory and practice of therapy, 
in the last twenty years, than any other dis- 
cipline. Without a consistent theoretical con- 
ception of the nature of the individual and 
of how our techniques operate, both immedi- 
ately and in terms of long term effects, it is 
difficult to see how our techniques can develop 
beyond a hit-or-miss stage of refinement. Here 
is a place where research is badly needed. 


In his paper, Dr. Estes, who seems to favor 
a nondirective philosophy, has presented us 
with an extremely valuable integration of what 
appear to be divergent points of view. He 
points out that the explanation of personality 
is probably to be found in a wholistic approach 
to human behavior and implies that adjust- 
ment and maladjustment are to be explained 
in terms of the differentiation of self-other re- 
lationships. Within a personality then, adjust- 
ment or maladjustment appear to be functions 
of the individual’s perception of events rather 
than of the events as seen by an external ob- 
server. It follows that therapy must consist 
in a reorganization (or new differentiation) 
of personal meanings about self and its rela- 
tionship to the not self. 


Following this line of reasoning we may 
suggest that the problem of therapy seems to 
become: How can the individual be most ef- 
fectively aided to make such new differentia- 
tions in his “private world of meaning”? This 
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implies to me a concept of therapy which em- 
phasizes not the production of preconceived 
change in the client but the conscious provi- 
sion of a situation in which client change is 
made possible. Such a description of therapy 
leads to a whole new field of fruitful research 
concerned with the “atmosphere” of therapy, 
the techniques which free the client to make 
changes, and the proper role of the therapist 
in the process. 

In the papers we have heard at this sym- 
posium, in the papers presented at another 
symposium by Dr. Thorne and me, and in the 
presidential addresses of Dr. Rogers and Dr. 
Shaffer, long strides have been taken toward 
conceptualizations which should serve as ade- 
quate research hypotheses. From here on it 
seems to be up to us. 


MILTON WEXLER, Winter General Hospital. 


Since I feel myself more or less identified 
with the viewpoints expressed in the papers 
presented by Dr. Wyatt and Dr. Hunt, I feel 
rather inclined to concentrate on the extremely 
stimulating contribution presented by Dr. 
Estes. 

Despite the effort which Dr. Estes makes 
to exclude conservative Freudian analysts 
from sharing in his admirable formulations on 
the nature of the therapeutic process, it is 
certainly possible to go a very long way in 
agreeing with many of his statements—so far 
as they go. Such things as socialization anom- 
alies, and anxiety-avoiding, security-directed 
trends are certainly recognized in the Freud- 
ian frame of reference. Even the dual instinct 
hypothesis does not preclude recognition of a 
general tendency of the organism to preserve 
itself or to get well. And the goals of therapy 
which Dr. Estes ascribes to be the “post- 
Freudians,” namely reorganization of person- 
ality so as to attain satisfaction and security, 
are hardly incompatible with orthodox analytic 
views. What is certainly true is that such pos- 
tulations concerning the nature of maladjust- 
ment, the motive forces of behavior, and the 
goal of therapy, are considered, from the view- 
point of psychoanalysis, to be but partial rep- 
resentations of the forces at play. Their iso- 
lation, rephrasing, and elevation to the level 
of sole explanatory principles follows in a 
tradition which is not altogether unknown in 
the history of the psychoanalytic movement. 

One of the crucial issues in Dr. Estes’ pa- 
per involves the question of the analysis of 
the transference phenomenon. It seems desir- 
able, from the point of view of Rogers and 


others, that this phenomenon be eliminated as 
effectively as possible from the therapeutic 
situation. To this end, extraordinary effort is 
made to insure that the patient’s cognition of a 
therapist is absolutely realistic and that the 
therapist remain an observable, explicit, and 
dependable creature who, precisely because he 
faces the patient and is dependable, will never 
arouse anxiety in the patient. It would be 
interesting to determine if such perfect con- 
sistency, coupled with the technical injunction 
never to command, censure, direct, advise, nor 
display either omnipotence or reassurance, did 
not invite even more unrealistic relationships 
than the admittedly artificial relationship of 
the analytic session. 


Equally important is the issue concerning 
the arousal of anxiety. Psychoanalysis pur- 
posefully precipitates such anxiety in some in- 
stances, as for example in the analysis of vari- 
ous phobias. Whether the kind of therapeutic 
role described by Dr. Estes does not uninten- 
tionally accomplish the same end is at least 
open to question. It is interesting to hear Dr. 
Estes call on the therapist to play a consistent 
and dependable role for the purpose of pre- 
venting the arousal of anxiety in the patient 
and then to hear the followfng sentence in his 
paper; “But frequently in the case of those 
suffering from personality disorders the de- 
pendable is itself a source of helplessness and 
anxiety.” Perhaps what is called for after all 
is the flexible and human attitude of the psy- 
choanalyst. 


Dr. Estes suggests that Dr. Rogers may be 
too conservative with respect to the use of re- 
formulative interpretations. However, the point 
is strongly made that once the patient has 
achieved calm and courage in the therapeutic 
process, he gains thereby extraordinary capac- 
ity for reformulation of his “self-other assump- 
tions”. This means to me that Dr. Estes would 
ascribe to the patient, in such a setting, the 
independent capacity to overcome the repres- 
sive, projective, and regressive defenses which 
are often of lifetime duration. Demonstration 
of such a weakening of the defensive struc- 
ture or such a strengthening of the so-called 
basic drives toward mental health as to make 
interpretation unnecessary would call for fair- 
ly adequate scientific demonstrations. This is 
especially true in light of the claims frequent- 
ly made by certain nondirective therapists 
concerning the number of visits required to 
achieve such ends. 

There is one point I would like to make in 
connection with Dr. Wyatt’s very timely pa- 
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per on the self-experience of the therapist. 
It seems Dr. Wyatt elevates the rational, 
judging, ego to too high a position in the 
therapeutic process. His formulation begins 
to suggest the kind of omniscience that he 
himself warns against. Actually we need to 
know more about the sources of intuition and 
I suspect that when we do we shall discover 
that the reasoning, remembering, ego of the 
therapist plays but a minor role in those sen- 
sitive perceptions and understandings which 
characterize the good therapist. 


STARKE R. HATHAWAY, University of Minne- 
sota Medical School. 


For my comments I think I will assume the 
role of a grandfather. The Board of Certifi- 
cation has apparently settled the role on me 
and I will play the part for the moment. I’m 
going to talk like a grandfather because, as 
I have listened, I have felt that my comments 
would have to be profoundly modified by my 
unwillingness to forget certain experiences. 


In the last ten years, I have been concerned 
with teaching in a department of psychiatry. 
We have been developing psychiatrists and I 
have constantly striven to identify factors 
that could be used to make better therapists 
of our graduates. 


As is true in most psychiatric training cen- 
ters, we have spent little time specifically in 
teaching “psychotherapy.” Residents simply 
began to work with patients and they were 
guided by the staff in a sort of peripatetic 
preceptorship relation. I have long realized 
that these psychiatrists do not necessarily 
have “theories of therapy” nor do they prac- 
tice uniform or particularly defined therapeu- 
tic methods. I know therapists who badger 
their patients, others who use psychoanalysis, 
others who are themselves neurotic and still 
others who vary otherwise. These men do not 
all get optimum results but most of them 
make psychotherapy their life work, and the 
point that troubles me is that I know every 
one of them has enthusiastic patients who will 
vouch for his skills. Furthermore I cannot 
survey my ideas as to which of them is better 
at therapy and find anything scientifically 
convincing to back the ideas up. 


Then again, I remember that the workers 
of miracles, even persons rightly called char- 
latans, achieve some good and lasting thera- 
peutic results . 


Finally, lest I appear solely to be interpret- 


ing the methods of others I must examine my 
own procedures. I remember persons who have 
at least said that I have helped them. These 
persons I have respected and with them I 
have worked earnestly. But I haven’t always 
been “consistent” nor have I always been ac- 
cepting and nonevaluative. In some cases I 
have even become angry and have likely 
showed it. Rarely have I had any real under- 
standing of what was occurring although I 
could usually fashion rather logical armchair 
systematic statements. 


I wish I could believe these theoretical for- 
mulations we have been hearing or believe 
even some of the smaller points—for exam- 
ple, that a therapist should be himself well 
adjusted and consistent. We all know that 
honest appraisal of some foremost therapists 
would indicate doubt of that point. If I want 
our students to be psychologically comfortable 
and well adjusted, I want it because I feel it 
is good to be so whether you are student or 
patient, not because evidence shows therapy 
to be best carried out by such persons. We 
have had no real evidence about therapy pre- 
sented today, nor is there much available. 


I speak here in this vein not to be destruc- 
tive but to meet the problem we all face. We 
want to accept theories and formulations be- 
cause we are in the field of therapy and, hav- 
ing a need for understanding and the prestige 
that comes from knowledge of what occurs, 
we simply hate to admit that we are unable 
to say how or why we get therapeutic results. 
Yet we must not believe just because we need 
to (at least those of us who wish to ad- 
vance), for believing is so different from 
knowing based on experimental fact. When 
we start to believe we are, like many of the 
analysts and nondirectivists, closed to facts 
outside our systems and coy about experimen- 
tal method. I hope to be disruptive, to shat- 
ter what complacency you may have because 
I know you haven’t the facts yet. As Dr. 
Combs has just said in effect, “ .... we 
should put up or shut up.” We need experi- 
mental facts in the therapy fields. Until some 
are available that will somewhat compare with 
other experimental findings in the field of psy- 
chology, let us do our job in our several ways 
and remain broad and openminded. I’m afraid, 
though, that as these symposia on therapy be- 
come more basically solid, they will become 
less appealing to many by being disquieting 
reminders of how little we know, as is now 
the case in the hard-headed physiological and 
animal behavior fields. 
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PEARL BRETNALL, Brooklyn College. 


The psychologist comes to the field of psy- 
chotherapy at a time when there has already 
been accumulated an impressive body of facts 
regarding human personality and its aberra- 
tions. This body of knowledge needs to be ex- 
panded, and it may need reinterpretation, but 
it can not be ignored if the psychologist is to 
make a lasting contribution to the field of 
therapy. Moreover, since unconscious psycho- 
logical processes play an extremely important 
role in the illnesses which bring patients to 
treatment, our present body of knowledge re- 
garding the nature and operations of these 
processes must serve as a frame of reference 
against which newly developed therapeutic 
techniques or concepts must be viewed. 


At the present time some of the currently 
held views regarding patient-therapist rela- 
tionships are thus being critically evaluated. 
The relevant clinical evidence supports the 
view that the relationship can not be kept ob- 
jective and unambiguous, that instead it 
evokes in both patient and therapist a flux of 
subtle interactions, often unconscious, which 
play an important role in treatment. It is 
hence noteworthy that one of the three papers 
on this panel was devoted to an excellent 
analysis of certain commonly occurring count- 
ter-transference phenomena, and that other 
members of the panel have stressed the impor- 
tance of a continual awareness of transference 
and counter-transference effects. 


Less attention, however, has been focussed 
here upon even more basic conceptions of the 
therapeutic process—conceptions which like- 
wise deserve scrutiny because they appear to 
be at variance with established fact. Dr. Estes’ 
well-written paper presents the rather widely 
held point of view to which I refer. Accord- 
ing to this point of view, the patient relieves 
himself of his neurotic difficulties by learning 
to look at his behavior realistically and to per- 
ceive it in its total context. The therapist aids 
him in this task by continually holding up to 
the patient a clear, unambiguous picture of 
his behavior and of the treatment situation. 
The consequent therapy is conceived to have 
been achieved by the perceptual reorganiza- 
tion, which releases for conscious manipula- 
tion the energies that were formerly neurotic- 
ally bound. It must be asked whether uncon- 


scious processes are likely to be so easily re- 
solved or so open to scrutiny. Clinical evidence 
regarding such processes strongly suggests 
that ambiguity is so inherent in the very na- 
ture of their operations that no situation in 
which they may reveal themselves can remain 
at all times clear. Further, there is abundant 
evidence that even under optimal conditions 
unconscious material is notoriously resistive 
to publicity and to change. Our common ex- 
periences convirce us of the validity of this 
principle; the irrational fragments in our be- 
havior are all too tenacious, even under sophis- 
ticated scrutiny of their origins. Unconscious 
material, having been excluded from the 
sphere of conscious operations, becomes bound 
into more primitive patterns of organization 
against which the organizing capacities of the 
conscious ego must be pitted in therapy. It is 
only with diffculty that they come suffciently 
free to become malleable material for con- 
scious, rational operations. 

If it appears improbable, then, that the pa- 
tient’s rational scrutiny can effect so quickly 
a resolution of the troublesome unconscious ma- 
terial, it becomes important to study in some 
detail the behavior changes occurring in cases 
said to be cured. That changes have occurred 
is attested to by the numerous protocols avail- 
able, but bciavior changes are equivocal. 
They may result from various kinds of per- 
sonality reorganization, some of them not gen- 
uinely therapeutic. Alternative explanations 
must be considered in the light of further 
study of these cases. If the behavior changes 
exist at more than the verbal-intellectualistic 
level, one probability is that the change has 
resulted from deepened defenses against un- 
yielding unconscious material. Such an inten- 
sification of the defensive operations of the 
ego is likely under the pressure exerted upon 
the ego by the therapist, and might bring, 
temporarily, a relief from symptoms, but not 
a genuinely therapeutic personality reorgani- 
zation. 

To recapitu'ate, then, new methodological or 
theoretical developments in the field of psy- 
chotherapy must be carefully evaluated against 
already well established facts regarding hu- 
man personality. Further, it is of particular 
importance that knowledge already gained re- 
garding unconscious processes should play a 
role in such evaluations. 











THE DEVELOPMENT OF NONDIRECTIVE THERAPY 


By NATHANIEL J. RASKIN 
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HE TERM “nondirective therapy” 
i fh is today commonly identified with 
the method and views of Carl R. Rogers 
and his students and associates. For 
some, nondirective therapy is just a new 
name for Jessie Taft’s “relationship 
therapy” and Otto Rank’s “will ther- 
apy”. Regardless of how the phrase is 
interpreted, it is one which now has 
some meaning for almost all workers in 
psychology, orthopsychiatry, mental hy- 
giene, and counseling. Fifteen, ten, or 
even five years ago, advocates of “‘pas- 
sive’, “relationship”, “client-centered”’, 
or “nondirective” therapy represented a 
point of view which was not well known 
and exerted little influence on the work 
of psychiatrists, psychologists, and so- 
cial workers. Today, while the number 
of therapists or counselors who utilize 
a consistent nondirective approach is 
still quite small, it is one which is grow- 
ing rapidly. Just as significant is the 
fact that there are few treatment inter- 
viewers of any orientation who have not 
taken cognizance of and considered, 
however briefly, this newer philosophy, 
and changed or justified their own pro- 
cedures in the light of it. 

Whenever interest in an idea spreads, 
curiosity as to the history of it grows 
as well, and the purpose of this paper 
is to help satisfy that curiosity. For the 
writer, “nondirective therapy” may well 
stand for the philosophy and technique 
of the Rogers’ school of therapy. But, 
in tracing the development of this phi- 
losophy and technique, he has made no 
attempt to take the ideas of this school 
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and trace them back to their origin. 
The development of an idea in an in- 
dividual is a complicated process, often 
too complicated even for the individual 
himself to understand or trace, and the 
writer does not feel qualified to attempt 
it in this instance. 

The alternative method, which has 
been chosen, represents a cross-section- 
al rather than a longitudinal type of 
study. The work of Freud, Rank, Taft, 
Allen, and Rogers has been examined 
here, not with the aim of causally re- 
lating the views of any one of them to 
the others, but with the goal rather of 
a logical comparison of their ideas. 
Prominent throughout has been the 
question, “How does this view relate to 
nondirective thought?” 

As a result of such treatment, and 
rather uniquely, it is believed, the non- 
directive aspects of Freud’s technique 
have been stressed here, while converse- 
ly, attention has been focused on the di- 
rective features of the work of Rank, 
Taft, and Allen. Generally, Freud’s 
therapeutic methods have been accepted 
as subordinate to and within the frame- 
work of his own theories of personality 
development and of psychotherapy. 
With attention centered on client con- 
tent, there has been little recognition of 
the degree to which Freud came to 
compromise with client attitudes in the 
course of psychoanalysis. With respect 
to Rank, Taft, and Allen, there has 
been, heretofore, a rather superficial 
acceptance of the general “client-cen- 
tered” nature of their approach, with 
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no critical evaluation of the extent of 
therapist-direction in their work. Fur- 
thermore, the tendency to group Rogers’ 
name with these three has served to ob- 
scure what are perhaps the most signifi- 
cant features of the former’s work. 

Thus, while the effect of our compara- 
tive treatment has been to give a differ- 
ent emphasis to the ideas of Freud, 
Rank, Taft, and Allen than that pro- 
vided by these therapists at the time 
they made their contributions, it has left 
us in. a better position to understand 
and evaluate the significant features of 
nondirective therapy as it stands today 
and more important, perhaps, the direc- 
tion in which it is going. 


SIGMUND FREUD 


Freud’s orientation to therapy was so 
completely “physician-directed” that he 
would not appear to belong in any his- 
tory of nondirective thought. On the 
other hand, a great debt is owed to 
Freud by all schools of psychotherapy 
for the work he did in establishing the 
interview (regardless of the therapist’s 
orientation) as a recognized therapeu- 
tic measure and, of course, for his theo- 
retical contributions in the fields of un- 
conscious mechanisms, childhood, and 
the emotions, which have made human 
behavior far more understandablet A 
more specific reason for including Freud 
in this paper has been the close relation 
which Otto Rank held to him. As one 
of Freud’s closest disciples for approxi- 
mately twenty years, and his favorite 
for at least ten, Rank’s theory and prac- 
tice, opposed as they were to his teach- 
er’s, grew out of his experience with 
orthodox psychoanalysis [28]. 

But the most cogent reason for ex- 
amining Freud’s work here lies in the 


1 Rogers has cited the indebtedness of the 
client-centered approach to Freud for his con- 


cepts of repression, release, catharsis and in- 
sight [25]. 


relationship between his therapeutic 
aim and the techniques he utilized to ac- 
complish this end. Freud’s goal in treat- 
ment, as is well known, was to have the 
patient recall as much as possible about 
his past, in order that the analyst might 
be given the means to afford him in- 
sight into his behavior, in terms of “re- 
pressed infantile sexuality.” It is inter- 
esting to note that Freud, in order to 
achieve this aim, utilized procedures 
which are in accord with present-day 
nondirective philosophy. This is true 
from the very beginning of the analysis. 
The following excerpt, brief as it is, 
shows Freud’s use of a nondirective tech- 
nigue while demonstrating, at the same 
time, his “physician-directed” orienta- 
tion. 


What subject-matter the treatment begins 
with is on the whole immaterial, whether with 
the patient’s life-story, with a history of the 
illness or with recollections of childhood; but 
in any case the patient must be left to talk, 
and the choice of subject left to him. One says 
to him, therefore, “Before I can say anything 
to you, I must know a great deal about you; 
please tell me what you know about your- 
self.” [12] 


Freud continues to be nondirective 
with the patient who finds it difficult to 
begin: “One must accede this first time 
as little as at any other to their request 
that one should propose something for 
them to speak of” [12]. But his bent 
for nondirection soon weakens. There 
is “emphatic and repeated assurance 
that the absence of all ideas at the be- 


‘ginning is an impossibility.” And if this 


does not work, 


. «+ -pressure will constrain him to acknowl- 
edge that he has neglected certain thoughts 
which are occupying his mind. He was think- 
ing of the treatment itself but not in a def- 
inite way, or else the appearance of the room 
he is in occupied him, or he found himself 
thinking of the objects round him in the con- 
sulting room, or of the fact that he is lying 
on a s fa; for all of which thoughts he has 
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substituted “nothing.” These indications are 
surely intelligible; everything connected with 
the situation of the moment represents a trans- 
ference to the physician which proves suitable 
for use as resistance. It is necessary then to 
begin by uncovering this transference; thence 
the way leads rapidly to penetration of the 
pathogenic material in the case. [12] 


But we are not yet ready to leave 
Freud, the employer of nondirective 
techniques. He states that while the first 
aim of the treatment consists in attach- 
ing the patient to the treatment and to 
the person of the physician, “.... it is 
possible to forfeit this primary success 
if one takes up from the start any stand- 
point other than that of understanding, 
such as a moralizing attitude... .” 
[12] 

In the field of interpretation Freud 
most clearly tends towards nondirec- 
tion as a result of bad luck with direc- 
tive techniques: 


This answer of course involves a condemna- 
tion of that mode of procedure which consists 
in communicating to the patient the interpre- 
tation of the symptoms as soon as one per- 
ceives it oneself, or of that attitude which 
would account it a special triumph to hurl 
these “solutions” in his face at the first in- 
terview. .. Such conduct brings both the man 
and the treatment into discredit and arouses 
the most violent opposition, whether the inter- 
pretations be correct or not; yes, and the truer 
they are actually the more violent is the re- 
sistance they arouse. Usually the therapeutic 
effect at the moment is nothing; the resulting 
horror of analysis, however, is ineradicable. 
Even in later stages of the analysis one must 
be careful not to communicate the meaning 
of a symptom or the interpretation of a wish 
until the patient is already close upon it, so 
that he has only a short step to take in order 
to grasp the explanation himself. In former 
years I often found that premature communi- 
cation of interpretations brought the treat- 
ment to an untimely end, both on account of 
the resistances suddenly aroused thereby and 
also because of the relicf resulting from the 
insight so obtained. [12] 


Freud had a similar experience in the 
matter of communicating repressed ma- 
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terial to patients: 


In the early days of analytic technique it 
is true that we regarded the matter intellec- 
tually and set a high value on the patient’s 
knowledge of that which had been forgotten, 
so that we hardly made a distinction between 
our knowledge and his in these matters. We 
accounted it specially fortunate if it were pos- 
sible to obtain information of the forgotten 
traumas of childhood from external sources, 
from parents or nurses, for instance, or from 
the seducer himself, as occurred occasionally; 
and we hastened to convey the information and 
proofs of its correctness to the patient, in the 
certain expectation of bringing the neurosis 
and the treatment to a rapid end by this 
means. It was a bitter disappointment when 
the expected success was not forthcoming. [12] 


Freud’s treatment of the problem of 
overcoming resistance, which is closely 
connected with the problems of interpre- 
tation and of communicating repressed 
material, is similarly nondirective in its 
development: 


The first step in overcoming the resistance 
is made, as we know, by the analyst’s discov- 
ering the resistance, which is never recog- 
nized by the patient, and acquainting him with 
it. Now it seems that beginners in analytic 
practice are inclined to look upon this as the 
end of the work. I have often been asked to 
advise upon cases in which the physician com- 
plained that he had pointed out his resistance 
to the patient and that all the same no change 
has set in; in fact, the resistance had only then 
become more obscure than ever. The treatment 
seemed to make no progress. This gloomy 
foreboding always proved mistaken. The treat- 
ment was as a rule progressing quite satis- 
factorily; only the analyst had forgotten that 
naming the resistance could not result in its 
immediate suspension. One must allow the pa- 
tient time to get to know this resistance of 
which he is ignorant, to “work through it,” 
to overcome it, by continuing the work accord- 
ing to the analytic rule in defiance of it. Only 
when it has come to its height can one, with 
the patient’s cooperation, discover the re- 
pressed instinctual trends which are feeding 
the resistance; and only by living them 
through in this way will the patient be con- 
vinced of their existence and their power. 

This “working through” of the resistances 
may in practice amount to an arduous task 
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for the patient and a trial of patience for the 
analyst. Nevertheless, it is the part of the 
work that effects the greatest changes in the 
patient and that distinguishes analytic treat- 
ment from every kind of suggestive treat- 
ment. [13] 


The intent of the above quotations is 
not to make Freud out as a nondirec- 
tive therapist but to demonstrate that 
a therapist with his fundamentally au- 
thoritative orientation found it neces- 
sary to reckon more and more with the 
attitudes of the patient and to depend 
less and less upon the will of the ana- 
lyst, in order to make therapeutic prog- 
ress. 

Before leaving Freud, one other point 
will be cited which shows him as being 
closer to the nondirective point of view 
than may be popularly supposed. This 
relates to the nature of the unconscious. 
It is widely held that nondirective meth- 
ods are superficial and fail to bring to 
light material which is deeply buried 
in the patient’s unconscious. But Freud 
writes: 


The forgetting of impressions, scenes, 
events, nearly always reduces itself to “disso- 
ciation” of them. When the patient talks about 
these “forgotten” matters he seldom fails to 
add: “In a way I have always known that, 
only I never thought of it.” [13] 


This passage fits very closely the ex- 
perience of clients in nondirective ther- 
apy. On the same topic, Freud writes 
further: 


The “forgotten” material is still further 
circumscribed when we estimate at their true 
value the screen-memories which are so gen- 
erally present. In many cases I have had the 
impression that the familiar childhood-amne- 
sia, which is theoretically so important to us, 
is entirely outweighed by the screen-memories. 
Not merely is much that is essential in child- 
hood preserved in them, but actually all that 
is essential. [13] 


OTTO RANK 
Rank, long Freud’s closest associate 


and disciple [28], first rebelled openly 
against classical Freudian theory and 
practice in 1924 with the publication of 
The Trauma of Birth. In this work, 
birth replaced castration as the original 
trauma and the breast took precedence 
over the penis as the first libido object. 
In addition, Rank identified the origin 
of fear with the birth process. 

Having done this, Jessie Taft writes, 
“he had pursued the Freudian path to 
its inevitable conclusion and after try- 
ing out the final biological bases theo- 
retically and practically, was finally 
able to abandon content as in itself un- 
important and devote himself to the 
technical utilization of the dynamics of 
the therapeutic process, with the pa- 
tient’s will as the central force.” [21] 

Rank is responsible for the initiation 
in psychotherapy of several extremely 
significant ideas: 


(1) The individual seeking help is not 
simply a battleground of impersonal forces 
such as id and superego, but has creative pow- 
ers of his own, a will. When the individual is 
threatened, when a strange will is forced on 
him, this positive will becomes counter-will. 


(2) Because of the dangers involved in liv- 
ing and the fear of dying, all people experi- 
ence a basic ambivalence, which may be viewed 
in various aspects. Thus, there is a conflict 
between will-to-health and will-to-illness, be- 
tween self-determination and acceptance of 
fate, between being different and being like 
others, etc. This ambivalence is characteristic 
not just of neurotics, but is an integral part 
of life. 

(3) The distinguishing characteristic of 
the neurotic is that he is “ego-bound”, both 
his destructive and productive tendencies are 
directed toward the self, his will is frozen and 
denied in a dissatisfied concentration on these 
ambivalences of living. 

(4) The aim of therapy, in the light of the 
above, becomes the acceptance by the individ- 
ual of himself as unique and self-reliant, with 
all his ambivalences, and the freeing of the 
positive will through the elimination of the 
temporary blocking which consists of the con- 
centration of creative energies on the ego. 

(5) In order to achieve this goal, the pa- 
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tient rather than the therapist must become 
the central figure in the therapeutic process. 
The patient is his own therapist, he has with- 
in him forces of self-creation as well as of 
self-destruction, and the former can be brought 
into play if the therapist will play the role, 
not of authority, but of ego-helper or assistant 
ego, not of positive will but of counter-will 
to strengthen the patient’s positive will, not 
of total ego but of any part of the ego felt by 
the patient to be disturbing and against which 
he may battle; in sum, the therapist “becomes 
in the course of treatment a dumping ground 
on which the patient deposits his old neurotic 
ego and in successful cases finally leaves it 
behind him.” [21] The therapist can be neither 
an instrument of love, which would make the 
patient more dependent, nor of education, 
which attempts to alter the individual, and so 
would inhibit the positive will by arousing the 
counter-will. 

(6) The goals of therapy are achieved by 
the patient not through an explanation of the 
past, which he would resist if interpreted to 
him, and which, even if accepted by him, 
would serve to lessen his responsibility for 
his present adjustment, but rather through the 
experiencing of the present in the therapeutic 
situation, in which he learns to will in reac- 
tion to the therapist’s counter-will, in which 
he is using all of his earlier reaction patterns 
plus the present, in which the will conflict 
which is present in his total life situation, the 
denial of the will for independence and self- 
reliance, is most immediately felt and can 
therefore most easily be brought home to him. 
The neurotic is hamstrung not by any particu- 
lar content of his past, but by the way he is 
utilizing material in the present; thus, his help 
must come through an understanding of pres- 
ent dynamics, rather than of past content. 

(7) The ending of therapy, the separation 
of patient from therapist, is a symbol of all 
separations in life, starting with the separa- 
tion of foetus from womb in birth, and if the 
patient can be made to understand the will 
conflict present here, the conflict over growth 
towards independence and self-reliance, and if 
he can exercise the separation as something 
which he wills himself, despite the pain of it, 
then it can symbolize the birth of the new 
individual. 

By setting the time of ending in advance, 
the therapist can early bring in the one situa- 
tion in which he must act as positive will and 
thus arouse the patient’s counter-will, and al- 
lows, without shock, a gradual growth of the 


patient’s ability to give up the therapist as 
assistant ego, to take over his own self, and 
face reality. 


These seven points seem to constitute 
the basis of Rank’s “will therapy.” They 
are not given systematically by Rank, 
but are ideas which are presented by 
him in various relationships to each 
other; we may regard them as the 
threads which are used to make up the 
complicated pattern of Will Therapy, 
the book, and the therapeutic method 
itself. 


The following passage will serve to 
illustrate the manner in which Rank 
contrasts his own method with Freud’s 
ideological therapy, also to illustrate 
the manner in which Rank interrelates 
some of the points outlined above, and 
finally to highlight Rank’s skepticism 
regarding the possibility of a therapy 
with technical rules: 


In contrast to this ideological therapy, the 
therapeutic utilization of the analytic situa- 
tion itself has led me to a dynamic therapy 
which in every single case, yes in every indi- 
vidual hour of the same case, is different, be- 
cause it is derived momentarily from the play 
of forces given in the situation and immedi- 
ately applied. My technique consists essen- 
tially in having no technique, but in utilizing 
as much as possible experience and under- 
standing that are constantly converted into 
skill but never crystallized into technical rules 
which would be applicable ideologically. There 
is a technique only in an ideological therapy 
where technique is identical with theory and 
the chief task of the analyst is interpretation 
(ideological), not the bringing to pass and 
granting of experience. This method effaces 
also the sharp boundary between patient and 
therapist to the extent that the latter sinks to 
the level of assistant ego and no longer rules 
the scene as chief actor. It is not merely that 
the patient is ill and weak and the therapist 
the model of health and strength, but the pa- 
tient has been and still is, even in the analy- 
sis, his own therapist, while the analyst can 
become a destructive hindrance to cure. If this 
occurs, not merely as incidental resistance, but 
threatens to establish itself as a situation, the 
therapist must possess the superior insight to 
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let the patient go free, even if he is still not 
adjusted in terms of the analytic ideology in 
its role as a substitute for reality. For real 
psychotherapy is not concerned primarily with 
adaptation to any kind of reality, but with the 
adjustment of the patient to himself, that is, 
with his acceptance of his own individuality 
or of that part of his personality which he has 
formerly denied. [21] 


Much of Rank’s theory of psychology 
and psychotherapy is speculative and 
difficult, but the most obscure area of 
his work is the manner in which he 
practiced psychotherapy, as the above 
quotation (and point 5 above) might 
indicate. The aspect which is most in- 
scrutable is the amount and manner of 
activity of the therapist in the treat- 
ment hour. Our clues to this activity 
lie in rather unsystematic references to 
it in Will Therapy. We find, despite all 
the venom heaped by Rank on the tech- 
niques of education and interpretation 
and despite all the emphasis placed on 
the autotherapeutic abilities of the pa- 
tient, that “I [Rank] unmask all the 
reactions of the patient even if they ap- 
parently refer to the analyst, as projec- 
tions of his own inner conflict and 
bring them back to his own ego,” that 
“interpretation on the part of the ana- 
lyst is worthless as long as it does not 
lead to the understanding of this denial 
mechanism itself and its relation to the 
yielding of the will under emotion,” and 
that “here is the place [the therapeu- 
tic hour] to show him how he tries to 
destroy the connections with this ex- 
perience just as he does with the past.” 
[21] 

As an illustration of the same point, 
the following passage demonstrates the 
clear use of interpretation in the Rank- 
ian method, despite the statement at the 
end which plays down the value of the 
technique: 


All that the therapist can do is to take over 
with understanding the role falling to his 


lot, and to make clear to the patient the uni- 
versal meaning of this experience which com- 
prehends in itself the whole man, yes, almost 
the whole of humanness. This explanation, 
however, can be given only in the individual 
terminology of the particular patient and not 
in a general ideology which cannot give him 
understanding, but at most, knowledge. Knowl- 
edge alone does not liberate but freeing through 
experience can bring the insight afterwards, 
although even this is not essential to the re- 
sult. [21] 


Finally, we see a completely unam- 
biguous managing of the therapeutic 
situation by Rank in the following ac- 
count of end-setting: 


I make use of various means in the final 
situation in order to meet the inner dynamic 
of the patient, which already functions freely, 
sometimes too intensively, by a dynamic of the 
externa] situation which corresponds better to 
reality. According to the type of person and 
the situation, through postponing, leaving out, 
lengthening or shortening of the regular treat- 
ment hour, as well as through other altera- 
tions of the customary therapeutic situation, I 
bring an outer dynamic to bear upwn the in- 
ner conflict which perhaps may irritate the 
patient, but is still perceived by him as an un- 
burdening of his ambivalence and is utilized 
in terms of adaptation to reality. [21] 


All of this might be summed up with 
the comment that while Rank’s deser- 
tion of content for dynamics, and of 
past for present, was complete, his re- 
nunciation of educative, interpretive, 
and other directive techniques was less 
so, and while it was totally wrong in his 
view to interpret content, it might be 
pardonable to interpret dynamics. To 
use the terms of his own simile, the pa- 
tient is the author of this play, but the 
therapist retains the role of producer. 


JESSIE TAFT 


Taft, Rank’s translator and later, for 
a short time, his associate at the Penn- 
sylvania School of Social Work, for the 
main part has carried into her own 
work the features of Rankian theory 
described above. She has made some con- 
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tributions of her own to Rankian theory 
and practice, however, which should be 
noted in an account of the development 
of the nondirective approach. 

Perhaps her unique theoretical con- 
tribution has been the emphasis she 
places on time as representing the 
whole problem of living and of therapy. 
It would be a loss to abstract the views 
of one who writes such poetic prose. 
The deep feeling which is present in all 
of Taft’s writing is especially present in 
her views on this subject, and a few 
quotations will reveal them concisely 
while allowing us to retain the feeling 
tone: 


Time represents more vividly than any other 
category the necessity of accepting limitation 
as well as the inability to do so, and symbo- 
lizes therefore the whole problem of living. 
The reaction of each individual to limited or 
unlimited time betrays his deepest and most 
fundamental life pattern, his relation to the 
growth process itself, to beginnings and end- 
ings, to being born and to dying. [35] 

The basis for believing that life can be thus 
accepted (as a changing, finite, limited affair 
to be seized at the moment if at all), beyond 
the fact that all of us do more or less accept it 
if we continue to exist, lies in this: that we 
are, after all, part and parce] of the life pro- 
cess; that we do naturally abhor not only end- 
ing but also never ending, that we not only 
fear change but the unchanging. [35] 

Time in itself is a purely arbitrary cate- 
gory of man’s invention, but since it is a 
projection of his innermost being, it represents 
so truly his inherent psychological conflict, that 
to be able to accept it, to learn to admit its like- 
ness to one’s very self, its perfect adaptation 
to one’s deepest and most contradictory im- 
pulses, is already to be healed, as far as heal- 
ing is possible or applicable, since in accepting 
time, one accepts the self and life with their 
inevitable defects and limitations. This does 
not mean a passive resignation but a willing- 
ness to live, work and create as mortals with- 
in the confines of the finite. [35] 


And finally, this most poignant pas- 
sage of all: 


....one might fairly define relationship ther- 
apy as a process in which the individual finally 


learns to utilize the allotted hour from be- 
ginning to end without undue fear, resistance, 
resentment or greediness. When he can take 
it and also leave it without denying its value, 
without trying to escape it completely or keep 
it forever because of this very value, in so 
far he has learned to live, to accept this frag- 
ment of time in and for itself, and strange as 
it may seem, if he can live this hour he has in 
his grasp the secret of all hours, he has con- 
quered life and time for the moment and in 
principle. [35] 


Taft reveals a keen appreciation of 
the separateness of the will of the ther- 
apist from that of the client by recog- 
nizing the necessity for therapists to ac- 
cept the limitation on the help which 
it is possible to give others: 


I know in advance that no one is going to 
experience change, cail it growth or progress 
if you have the courage, because I think it 
would be good for society, good for his fam- 
ily and friends or even good for himself... 

This means not only a limit put upon those 
seeking help but a genuine limitation in my- 
self, an impotence which I am forced to ac- 
cept even when it is painful, as it frequently 
is. There is a beloved child to be saved, a fam- 
ily unity to be preserved, an important 
teacher to be enlightened. Before all these 
problems in which one’s reputation, one’s 
pleasure in utilizing professional skill, as well 
as one’s real feeling for the person in distress 
are perhaps painfully involved, one must ac- 
cept one’s final limitation and the right of the 
other, perhaps his necessity, to refuse help 
or to take help in his own terms, not as 
therapist, friends or society might choose. My 
knowledge and my skill avail nothing, unless 
they are accepted and used by the other. Over 
that acceptance and possible use, I have no 
control beyond the genuineness of my under- 
standing of the difficulty with which anyone 
takes or seeks help, my respect for the 
strength of the patient, however negatively 
expressed, and the reality of my acceptance 
of my function as helper not ruler. If my con- 
viction is real, born of emotional experience 
too deep to be shaken, then at least I am not 
an obstacle to the person who needs help but 
fears domination. He can now approach me 
without the added fear and resistance which 
active designs for his cure would surely pro- 
duce and can find within the limitation which 
I accept thus sincerely, a safety which per- 
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mits him to utilize and me to exercise all the 
professional skill and wisdom at my command. 
On the other hand, the person who seeks the 
domination of another in order to project his 
conflict and avoid himself and his own devel- 
opment by resisting the efforts of the other to 
save him, is finally brought to a realization 
of the futility of his striving, as he cannot 
force upon me a goal which I have long since 
recognized to be outside my province and pow- 
er. Whether such a person will ultimately suc- 
ceed in taking over his own problem, since I 
cannot relieve him of it, can be determined 
only by what actually happens. There are 
those who are unwilling or unable to go fur- 
ther, an outcome every therapist must stand 
ready to admit and respect, no matter how 
much his professional ego is hurt or his thera- 
peutic or economic aim defeated. [35] 


We are not surprised to find her writ- 
ing later on that 


.... therapy in the sense of socially desir- 
able behavior can never be the goal of this 
type of analytic relationship. It is a purely 
individual affair and can be measured only in 
terms of its meaning to the person, child or 
adult; of its value, not for happiness, not for 
virtue, not for social adjustment but for 
growth and development in terms of a purely 
individual norm. [35] 


One of Taft’s major contributions 
has been to record very completely two 
treatment cases with children. These 
appear in The Dynamics of Therapy in 
a Controlled Relationship and are valu- 
able for the purposes of this paper be- 
cause they give us the first definite in- 
dication of how a Rankian functions in 
a therapeutic situation. But before dis- 
cussing them, it way be well to examine 
Taft’s general views on the role of the 
therapist in a “controlled relationship”. 
She does not care for the name “pas- 
sive therapy” which sometimes has been 
identified with her method of treat- 
ment: 


As I conceive it, the therapeutic function 
involves the most intense activity but it is an 
activity of attention, of identification and un- 
derstanding, of adaptation to the individual’s 
need and pattern, combined with an unflagging 


preservation of one’s own limitation and dif- 
ference. [35] 


In describing her role in the case of 
Helen P., which appears first in her 
book, she writes: 


The contacts .... were carried through, as 
far as I was humanly able, in terms of the 
child as she actually was at the moment, and 
my recognition of her immediate will, feeling 
or meaning. Everything centered in her, was 
oriented with regard to her. This does not 
mean that there were no checks but that even 
when my response was a prohibition, it wag 
also a seeing of her, never a denial] of the 
nature of her impulse or her right to have it. 
Where my own curiosity as to her behavior 
symptoms or my interest in bringing out cer- 
tain material got the better of me, as it did 
occasionally, I abandoned it, as soon as I be- 
came conscious of my folly .... Interpreta- 
tion there was none, except a verbalization on 
my part of what the child seemed to be feel- 
ing and doing, a comparatively spontaneous 
response to her words or actions which should 
clarify or make more conscious the self of the 
moment whatever it might be. [35] 


The comments on Taft’s case material 
are made with the following in mind: 


(1) A transcript of the words spoken in a 
contact is not an entirely adequate reproduc- 
tion of it. Even records such as Taft’s, which 
are descriptive in addition to containing a rec- 
ord of the conversation, lose much of the feel- 
ing tone which is present in the contact and 
which may be very important for therapy. 
This would be especially true of contacts in 
which an individual such as Miss Taft took 
part; her deep feeling of respect for the 
strengths and the individuality of the other 
would come through even if her statements 
were sometimes neutral (in the sense of not 
responding to feeling), or interrogative, or 
went beyond the expressed feeling. 

(2) Children do not verbalize as well as 
adults, and sometimes show clearly what they 
are feeling, even though they have not ver- 
balized the attitude. 


With these points in mind, the cases 
of Helen P. and of John as handled by 
Taft seem to be characterized by the 
following: 


(1) There is only incidental attempt on the 
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part of the therapist to bring out content ma- 
terial. 

(2) There are leading questions as to past 
feelings and warnings as to future feelings. 

E.g., during the third hour with Helen P., 
Helen is drawing a picture of a lady holding 
an umbrella: 

“That’s you,” she says laughingly. 

“Helen, were you mad at me last week?” 

“No.” 

“Weren’t you mad—just a little? I should 
have been in your place—because I wouldn’t 
let you take the crayons home.” 

“T wasn’t mad. I like to come here to draw.” 
[35] 

It may be said that Taft’s “acceptance” of 
the child is displayed here as an attempt to 
show her that bad feelings as well as good ones 
are acceptable in this situation. It should be 
noted that acceptance is lacking here, however, 
in the sense of accepting the kind of feeling 
the child is able to give expression to at the 
moment. 

The same type of dynamic appears in the 
second case, that of Jackie (fourth hour) : 

He goes over to the steam pipes which he 
has found hot before, and shows extreme cau- 
tion and fear. Can hardly bring himself to 
touch the pipe which burned him. Finally does 
so after much effort, and finds it cold. 

“You decided to stay home on Thursday, 
didn’t you, Jack?” 

“Yes.” No further 
here.” [35] 

Similarly future feelings are anticipated 
and introduced into the contact by the thera- 
pist with no indication that they form part of 
the present attitude of the child. 

Helen P. (end of third hour): 

“I like to come,” she says. 

“Yes, I know you do, but you may feel dif- 
ferently some day.” [35] 

Jackie (second hour): 

He runs out quickly to see if the broom is 
there. When he comes back the story has 
grown. “We took the broom away from her 
and chased her. She was going to chase us, 
but we chased her.” 

“And that’s what you’ll be doing to me some 
day. I see I have to look out.” [35] 

In the above two excerpts, there is displayed 
the therapist’s need to prepare the child for 
the inevitable separation. Insofar as this is 
true, there is a lack of acceptance of the child’s 
own capacities. 


(3) The therapist sometimes takes the lead 
in bringing out attitudes on the time element 


comment. “It’s hot 
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and on other aspects of the dynamics of the 
therapeutic situation. 

E.g., Jack is brought in 15 minutes late for 
the fifth hour, after Miss Taft had been late 
for the third hour: 

Jack comes in very cheerful and cold. “Feel 
my ear. See how cold it is.” 

“You are even with me now. You kept me 
waiting fifteen minutes.” 

Quick as a flash, he answers, “Are you mad 
at me?” [35] 

(4) The main resource of the therapist 
here is her general attitude of understanding 
and respect for the child. In the absence of 
any specific techniques, the therapist appears 
to respond on an intuitive emotional basis. 


Before leaving Taft, it might be well 
to note first, her feeling, like Rank’s, 
that therapy is “purely individual, non- 
moral, non-scientific, non-intellectual.” 
[35] Also, that “therapy is non-scien- 
tific .... and not open to research at 
the moment.” [35] 

Secondly, it is revealing to note her 
view that relationship therapy is not 
equally suited for all people and that for 
some children, it may not do at all: 


. .. + The less able the individual is to bear 
the pain of his own humanity, the less willing 
he is to sacrifice a partial unwilled response 
in favor of a consciousness which permits a 
choice by the whole self; in other words the 
less able he is to become emotionally self-con- 
scious, the less suited will he prove for a kind 
of therapy which depends on the possibility 
of substituting feeling, emotion, thoughtful 
voluntary behavior for unconscious irrespon- 
sible projection. [35] 

.... the over-impulsive child, especially if 
he is old enough to be classed as delinquent, 
may be too unable or too slow to reach the 
point of feeling and self-inhibition of impulse 
which is essential to forming a new relation 
to the object, and will perhaps require a dis- 
cipline which is incompatible with a strictly 
therapeutic relationship. With such a child 
there is always the problem of how far he will 
have to carry the destructive behavior pat- 
terns before he is able to face and bear in 
himself, the need, pain, and fear which they 
seek to relieve. [35] 


FREDERICK H. ALLEN 
In Allen’s work at the Philadelphia 
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Child Guidance Clinic we see continued 
the Rankian emphases on the dynamics 
of the therapeutic situation, the impor- 
tance of the relationship between client 
and therapist, the capacity of the client 
to effect his own changes, the need for 
the therapist to be aware of the use 
which the client is making of him, the 
notion that during therapy the client 
casts off his “neurotic selves” on the 
therapist, leaving him an individuated, 
unified person at the conclusion of suc- 
cessful therapy, and the importance of 
the ending phase of therapy. 

It may be recalled that in evaluating 
Rank’s contribution, it was stated that 
while his renunciation of the past for 
the present and of therapeutic content 
for dynamics was complete, his aban- 
donment of the Freudian techniques 
of therapist-direction and interpreta- 
tion was not, at least where the dynam- 
ics of will in the therapeutic situation 
were concerned. 

The same comment may be made in 
regard to Allen, but with more certain- 
ty, since we have a much clearer record 
of his therapeutic technique [1]. 

One of Allen’s most complete accounts 
of his method is the report of the ninth 
hour of “a fearful child in therapy” [1]. 
In order to bring out more clearly what 
transpired in the therapeutic hour, the 
writer has taken the liberty of separat- 
ing: (1) the remarks made by the thera- 
pist during the treatment session (Th.), 
(2) the statements and actions of the 
child (10-year-old) during the hour 
(Ch.), and (3) Dr. Allen’s evaluative 
comments (Com.). The account follows: 
(Com.) The ninth hour was a climactic inter- 
view which brought to a focus all that had 
gone into the preceding weeks. Solomon looked 


languid and worried, but maintained his cus- 
tomary rigorous control of feeling. 


(Th.) The therapist commented on his. wor- 
ried appearance 


(Ch.) but he was evasive and withdrew into a 
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corner with a few toys. 


(Th.) When this need to escape was men- 
tioned, 


(Ch.) he shrugged his shoulders saying, “I 
just know I come here.” 


(Com.) Knowing how important it was for 
him to face and experience the pain of this 
immediate reality, if he were to move beyond 
this protective barrier, 


(Th.) the therapist again opened the discus- 
sion of what he was doing and how he was 
feeling about coming. 


(Ch.) “I think there is nothing to it—it doesn’t 
make sense.” 


(Th.) The therapist agreed with this if Solo- 
mon had to continue putting the whole job of 
getting well on the doctor. 


(Ch.) With more anxiety he said, “I don’t 
know how to get well.” 


(Th.) At this point the therapist reversed the 
emphasis and said: “The harder job is being 
well and you are frightened now because you 
are closer to being well.” 


(Com.) It was true that this new responsibil- 
ity he was taking for himself meant a break- 
ing up of the dependent bond to his mother, 
which he had maintained through sickness. 
Each step he made away from sickness meant 
a step toward a more mature relationship with 
the mother; it also meant establishing his re- 
lationship with his therapist on the basis of 
getting well and not by remaining sick. 


(Ch.) As Solomon withdrew into solitary play 


(Th.) the therapist discussed the tenacious 
way in which he clung to the idea of sickness. 
To be sick was to be safe as long as others 
would do the worrying. 


(Ch.) He almost agreed with this, 


(Th.) and the therapist then commented on 
how he was finding this experience different 
in that it gave him a chance to do part of the 
job, not just to take a bottle of medicine. 


(Ch.) “That didn’t do any good,” Solomon 
said. 


(Th.) The therapist agreed and added that 
Solomon was frightened at the moment because 
“this was doing him some good.” 


(Com.) The mother reported a great deal of 
change in her son but added that his tics 
were as bad as ever. Through these difficult 
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therapeutic hours very few tics were notice- 
able. 


(Ch.) Solomon was silent after this, 


(Th.) and the therapist withdrew saying that 
he was there to help him further when he was 
ready for it. 


(Com.) The directness of this discussion had 
pushed Solomon momentarily further into his 
shell. 


(Ch.) But his play had more purpose and 
much more feeling and he made a vehement 
attack on the soldiers. 


(Th.) The therapist commented on “those sol- 
diers getting a real punishing” and added that 
probably some of that anger was meant for 
him. 


(Com.) That touched off the explosion and the 
barrier he had established to hold back his 
feeling melted. 


(Ch.) In angry crying he blurted: “I would 
rather be like I was than go through this.” 


(Com.) He summed up so much in this state- 
ment, and showed how aware he was of change 
in himself and of the amount of anxiety that 
was stirred by his movement away from his 
tight and undifferentiated way of living. His 
anxiety was now concerned with a new re- 
sponsibility for himself which sprang directly 
from his growing relationship with the thera- 
pist. 


(Ch.) As the boy continued his angry out- 
bursts of “What’s the use of all this” 


(Th.) the therapist was very gentle in his 
support. 


(Ch.) Then suddenly in a tone that was more 
grieved than angry, Solomon remarked: “You 


said you didn’t care whether I went to bed 
alone or not.” 


(Com.) This had happened in an earlier inter- 
view when he was trying to prove that by go- 
ing to bed alone he was doing what the thera- 
pist wanted him to do. He was trying at that 
time to avoid any self-initiated responsibility 
in that change. 


(Th.) The therapist replied: “You are quite 
right, Solomon. I said that and meant it. I 
also said I did care about what you wanted 
and were ready to do about that—so if you 
are going to bed alone it is because you are 
ready and want to do it.” 


(Ch.) He nodded agreement but maintained 
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this struggle against his part in the changes 
that had been occurring. He repeated: “I’d 
rather be the way I was. People told me com- 
ing here would make me well.” 


(Com.) The fact that he was finding some 
truth in this but not on the pattern he had 
planned activated a more significant anxiety 
that emerged from his change. No doubt he 
was baffled, as anyone would be, who, in fight- 
ing against change, found he was participat- 
ing in bringing it about. 

The force Solomon had put into these inter- 
views was clearly revealed toward the end of 
this dramatic hour. 


(Ch.) Again he said he didn’t know how to 
get well, 


(Th.) and we discussed the more important 
and harder task of knowing how to be well. 


(Ch.) Following this he said: “What do I 
have here that I don’t have at home?” 


(Th.) The therapist said: “Your relation with 
me.” 


(Com.) For a boy who had no attachment to 
anyone but his mother, this was too much and 
he let go with a final blast of his determina- 
tion: 


(Ch.) “I will always be sick, nothing can make 
me well.” 


(Com.) In effect, he was trying to deny his 
growing relationship with the therapist and to 
assert his desire to recapture the safer and 
undifferentiated relationship with the mother 
from which both he and his mother were mov- 
ing away. 

(Th.) His divided feeling about being well was 
discussed and it was brought out that he was 
ready for something different but that he had 


to fight against that readiness at the same 
time. 


(Com.) Solomon really suffered in this hour. 
He was cringing in a corner and hardly moved 
an inch, but he could share his anger and fear 
and it had real meaning to him when at the 
end of the hour, 


(Th.) the therapist said: “Solomon, I think 
you and I are beginning to get somewhere.” 
END OF NINTH HOUR. 


The writer would evaluate this ac- 
count as follows: 


(1) The therapist may be accepting Solo- 
mon as an individual who can help himself 
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get well, but he is not accepting the boy’s 
capacity to arrive at that insight himself; he 
is not accepting the expressed feeling that he 
does not know how to get well and needs the 
therapist to help him. 


(2) The therapist plays the role of inter- 
preter of the dynamics of the child’s will-con- 
flict, and of the relationship of the child to 
the therapist and to the therapeutic situation 
in general. 

(3) Solomon resists all these attempts at 
interpretation, and in being forced to express 
his counter-will against the therapist’s will, is 
given no opportunity to assert the positive will 
which would make for growth. 

(4) <Any progress made by Solomon is de- 
pendent upon the therapist’s interpretation 
(under Comments above) and is not apparent 
from the boy’s statements and actions them- 
selves. In this connection, the last statements 
of the boy and of the therapist may be con- 
trasted. 


The same lack of acceptance on the 
part of the therapist is demonstrated 
by the handling of the ending phase of 
treatment with this same boy. Allen ap- 
parently does not believe in Solomon’s 
capacity to take the initiative in an ex- 
plicit manner in the matter of discon- 
tinuing contacts. At the same time, the 
following quotation indicates that lit- 
tle progress has been made between the 
ninth and this, the fourteenth hour, in 
regard to whether the boy or the thera- 
pist will effect the cure: 


In the fourteenth hour, Solomon continued 
to emphasize that he came to be cured and 
“there is nothing to do here.” In this hour he 
took less initiative, and the therapist comment- 
ed that he seemed to be about through coming 
to the clinic. [1] 


The same pattern of interpretation is 
repeated during the next hour: 


In the fifteenth hour Solomon was ready to 
discuss a plan for ending but he approached 
this negatively. He wanted to paint but said, 
“There are no paints,” and “There is no pa- 
per.” To this the therapist commented: 
“Sounds as if you don’t think there is much 
here you want and you probably are about 
finished.” [1] 


We soon observe that initiative-tak- 
ing by the therapist leads to difficulties. 
We are told that the fifteenth hour con- 
cluded with Solomon’s decision to use 
the next time to settle on a definite end- 
ing date. But in the sixteenth hour, the 
therapist finds that he must remind him 
of “last week’s decision to get some- 
thing important settled today.” Solomon 
stalled and asked “what?” 


The therapist suggested he answer that and 
he made two totally irrelevant guesses. The 
therapist commented that Solomon was finding 
it hard to settle down and act on his readi- 
ness to end. He said nothing more but he 
played two good games of checkers. 

The question of termination was reopened 
by the therapist who commented on Solomon’s 
anxiety in facing this question. He tried to 
reassure himself and asked: “What is there 
to be afraid of?” The therapist replied: “Be- 
cause you are not quite sure you can hold the 
feeling of being well that you have gained 
right here.” He assented, saying, “I wouldn’t 
be sure I would be well.” The therapist agreed 
to the risk involved, and that ending would and 
did activate that uncertainty. With some help 
Solomon then settled on four more appoint- 
ments. He was intrigued and relieved with this 
decision and talked about what he had missed 
at school through coming here. When the thera- 
pist suggested, “Suppose you call your mother 
on the telephone and tell her of your decision,” 
his first impulse was to do this. As he made the 
move to pick up the telephone, however, he 
retreated from this daring act. With a little 
encouragement he went ahead, asking for his 
mother; and before she answered he exclaimed: 
“Gee — I’m scared.” When his mother ans- 
wered, timidly he asked: “Mother, how much 
longer shall I come?” The therapist broke in 
and said: “Solomon, you’re just trying to get 
your mother to decide what you have really 
decided.” So he blurted out: “I am coming 
four more times.” She thought that was fine, 
and a look of the most intense relief was on 
Solomon’s face as he hung up, saying in a sur- 
prised tone, “She said it was all right.” [1] 


Thus we see the therapist taking an 
active role throughout, always staying 
close enough to Solomon to be able to 
push him up the next step. 

In the nineteenth and closing hour, 
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Solomon states that he is all over his 
fears, but that he is still a little afraid 
of stopping, and “he talked of the pos- 
sibility of returning sometime ‘for a 
visit’.” [1] 


CARL R. ROGERS 


Rogers is the first individual in the 
line of therapists we are considering— 
Freud, Rank, Taft, Allen, Rogers—who 
did not experience a personal working 
relationship with his predecessor. This 
may help to account for the fresh ad- 
vances in nondirective theory and prac- 
tice which we see in his work. 


(1) He introduced into therapy the 
systematic use of the “recognition of 
feeling” response, [24]. In so doing, (2) 
he cut through the maze of mystery 
which had surrounded the work of psy- 
chotherapists in general, regardless of 
orientation, and gave to the Rankian 
“‘client-as-central-figure” philosophy a 
definite technique, which Rank, Taft, 
and Allen had pronounced impossible. 
(3) At the same time, he gave a new, 
more exact, and deeper meaning to the 
concept of “acceptance” of the client.? 
The following quotation from Rogers is 
pertinent here: 


There has, of course, been lip service paid to 
the strength of the client and the need of uti- 
lizing the urge toward independence which ex- 
ists in the client. Psychiatrists, analysts, and 
especially social case workers have stressed 
this point. Yet it is clear from what is said, 
and even more from the case material cited, 
that this confidence is a very limited confi- 
dence. It is a confidence that the client can 
take over, if guided by the expert, a confi- 
dence that the client can assimilate insight 
if it is first given to him by the expert, can 
make choices providing guidance is given at 
crucial points. It is, in short, the same sort 
of attitude which the mother has toward the 


2The work of Axline [2] in play therapy 
has helped to define the concept of acceptance. 
While Rogers’ principles have been derived 
primarily through experience with adult cli- 
ents, Axline’s work furnishes a direct compari- 
son with that of Taft and Allen. 


adolescent, that she believes in his capacity to 
make his own decisions and guide his own life, 
providing he takes the directions of which 
she approves. 

This is very evident in the latest book on 


psychoanalysis by Alexander and French. [25] 

This quotation seems applicable to 
the work of Rank, and Allen, and to a 
lesser degree, Taft, as well as to that of 
the modern analysts. Rogers’ greatest 
contribution, it is believed, lies in the 
fact that he made acceptance over from 
a concept which was tenuous and incom- 
plete to one which is clear and total. It 
is an acceptance not only of the indi- 
vidual’s capacity for growth, but of his 
ambivalence over growth and perhaps 
incapacity for growth at any given 
time. It is an acceptance of his feelings 
at the moment without the need for 
showing him the origin of these feelings 
(Freud), and without the need for 
showing him the use which he is mak- 
ing of them (Rank). It is a “nondirec- 
tive acceptance”’. 

(4) As a corollary, the function 
of the therapist, with Rogers, becomes 
in contrast to the Freudian who seeks 
first to discover and then interprets to 
the patient patterns of behavior related 
to repressed infantile sexuality, and to 
the Rankian, who alerts himself to the 
manner in which the patient is relating 
to the therapeutic situation and then 
responds on that basis simply to recog- 
nize and accept the attitudes of the cli- 
ent at the moment. Rogers writes: 

We have come to recognize that if we can 
provide understanding of the way the client 
seems to himself at this moment, he can do 
the rest. The therapist must lay aside his pre- 
occupation with diagnosis and his diagnostic 
shrewdness, must discard his tendency to make 
professional evaluations, must cease his en- 
deavors to formulate an accurate prognosis, 
must give up the temptation subtly to guide 
the individual, and must concentrate on one 
purpose only; that of providing deep under- 
standing and acceptance of the attitudes con- 
sciously held at this moment by the client as 
he explores step by step into the dangerous 
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areas which he has been denying to conscious- 
ness. [25] 

(5) The result of therapists’ func- 
tioning in this manner, of their putting 
into practice this new concept of “ac- 
ceptance”, has been a growing accumu- 
lation of evidence that clients can 
achieve insights and a happier, better 
integrated adjustment to living, without 
guidance. “The individual is capable of 
discovering and perceiving truly and 
spontaneously the interrelationships be- 
tween his own attitudes and the rela- 
tionship of himself to reality.” [25] 
Here in a sentence is Rogers’ distinc- 
tive contribution, with the word “spon- 
taneously” signifying the difference be- 
tween him and the Rankians.* 

With this growing evidence of peo- 
ple’s capacity for self-help, and with 
the participation by Rogers and by his 
students and associates in more and 
more experiences in which clients have 
shown their capacity for self-help, the 
original philosophy that gave rise to the 
method of nondirective acceptance has 
steadily deepened into a conviction that 
people in mental turmoil need no more 
than to be accepted as they are. And 
with this growing conviction have come 
significant changes in the approach of 
the Rogers’ school, even in its short his- 
tory. There is now a tendency to get 
away from an atomistic relating of cli- 
ent statement to the counselor response 
which immediately precedes it and to 
evaluate instead the genuineness of the 
counselor’s accepting attitude; struc- 
turing, the intellectual explanation to 
the client of the nondirective counseling 
relationship, is recognized as undesir- 
able; the list of criteria for acceptance 
of “cases” for therapy [24] has given 
way to the belief that in all people there 

8’ The writer has not mentioned Rogers’ pio- 
neering work in making psychotherapy objec- 
tive and amenable to research, but this con- 


tribution follows from his more basic discov- 
eries, which are not as widely recognized. 


is a degree of capacity for spontaneous 
self-help; the client’s concept of self is 
now believed to be the most central fac- 
tor in his adjustment and perhaps the 
best measure of his progress in therapy. 


CURRENT TRENDS IN NONDIRECTIVE 
THERAPY 


The client-centered attitude. Most of 
the significant changes within the move- 
ment of nondirective therapy during the 
past five years center around a growing 
appreciation of the importance of the 
client’s internal frame of reference, for 
counseling and for the study of person- 
ality. This has been reflected in the in- 
creased application of the term “client- 
centered” to nondirective therapy, a 
tendency which has been criticized by 
exponents of other methods on the 
grounds that all psychotherapies center 
their interest in the client and are thus 
“client-centered”. The nondirective 
point of view on this issue is that to the 
extent that some other frame of ref- 
erence than the client’s is introduced in- 
to the therapeutic situation, the therapy 
is not client-centered. The Freudian in- 
troduces his own frame of reference in- 
to the therapeutic hour by virtue of his 
belief that he has a knowledge of the 
unconscious which is superior to that of 
his patient and which must be utilized 
in understanding him. The Rankian 
brings his own frame of reference into 
therapy with his belief that he has a su- 
perior knowledge of the dynamics of the 
therapeutic situation which must gov- 
ern his behavior in it; this is carried to 
the point of not accepting certain atti- 
tudes which the client may express, and 


of not accepting the nonexpression of 


other attitudes. The nondirective thera- 
pist believes that where the counselor 
is concerned with his own frame of ref- 
erence, he will be unable to provide a 
full and deep understanding of the 
client’s feelings and perceptions. 
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Because this latter fact has been more 
and more clearly understood, there has 
been a de-emphasis on nondirective 
techniques, together with an increased 
appreciation of the importance of a non- 
directive attitude. Once we center our 
attention on the client’s frame of ref- 
erence, we cannot stop with counselor 
techniques, but must study the manner 
in which they are perceived by the cli- 
ent. Experience indicates that clients 
will pick up attitudes such as the desire 
of the counselor that a certain area be 
explored, and will react defensively as 
a result. This type of attitude may be 
conveyed through a “loaded,” and thus 
inaccurate “reflection of feeling’ type 
of response. As the counselor learns, 
through increased experience, that 
clients can progress when they are not 
guided, he comes to have a more genu- 
ine nondirective attitude. He then is bet- 
ter able to concentrate on understand- 
ing the way things appear to his clients, 
and to forget about the employment of 
techniques. As long as the attitude is 
not genuine, not only will “reflections 
of feeling’ tend to be inaccurate, but 
directive techniques will creep into the 
counselor responses, so that even when 
the goal of the counselor is to be non- 
directive, recordings of his interviews 
will show that he is making interpreta- 
tions, giving support, and utilizing other 
directive techniques. 

The self-concept. Inevitably, with at- 
tention centered on the internal frame 
of reference, has come an appreciation 
of the significance of the most central 
portion of that frame of reference, the 
concept of self, for understanding per- 
sonality and the changes in personality 
which occur in therapy. The self, as 
viewed both externally and internally, 
has at various times in the history of 
thought been in the forefront of philo- 
sophical and psychological discussion. 
Today, nondirective psychotherapists, 
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as well as many other psychologists and 
sociologists devoted to the study of per- 
sonality, are giving increased emphasis 
to the internal view of the self in ex- 
plaining adjustment and _ behavior. 
Using modern methods of studying per- 
sonality, including recorded psycho- 
therapeutic interviews, it is possible 
that theories of the self, which have 
formerly died in discussion, may be 
tested against objective clinical data, 
and either pass into the realm of useful 
knowledge, or be discarded as unsup- 
portable belief. 

A recent comprehensive treatment of 
the concept of self, which is little known 
outside of the field of nondirective 
counseling, is an unpublished disserta- 
tion by Raimy [20] entitled The Self- 
Concept as a Factor in Counseling and 
Personality Organization. The experi- 
mental aspect of the study has been 
summarized in the literature [32]. 
Turning to his theory, we may list some 
of the hypotheses advanced by Raimy to 
indicate how far he went beyond older 
and more orthodox theories of the self: 

(1) The self-concept is a learned percep- 
tual system which is governed by the same 
principles of organization which govern other 
perceptual cbjects. 

(2) The self-concept regulates behavior. 
The awareness of a different self in counsel- 
ing results in changes in behavior. 

(3) A person’s awareness of himself may 
bear little relation to external reality, as in 
the case of psychotic individuals. Logical con- 
flicts may exist in the self-concept for the ex- 
ternal observer, but these are not necessarily 
psychological conflicts for the person. 

(4) The self-concept is a differentiated but 
organized system, so that even negatively val- 
ued aspects of it may be defended by the in- 
dividual to maintain his individual- 
ity. The self-concept may be more highly val- 
ued than the physical organism, as in the case 
of the soldier who sacrifices himself in battle 
in order to preserve the positively valued as- 
pects of his self-concept, courage and bravery. 

(5) The total framework of the self-con- 
cept determines how stimuli are to be per- 
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ceived, and whether old stimuli are to be re- 
membered or forgotten. If the total framework 
is changed, repressed material may be re- 
called. 

(6) The self-concept is exceedingly sensi- 
tive in yielding to rapid restructuring if the 
conditions are sufficient, yet it may also re- 
main unaltered under conditions which, to the 
external observer, are violent conditions of 
stress. In counseling, the counselor tries to 
create a permissive atmosphere in which the 
client can drop his guard and look at the parts 
of the self-concept which are causing difficulty. 


For some time before Raimy began 
to formulate his theory, Prescott Lecky 
[16] at Columbia University had been 
quietly developing and applying a theory 
of self-consistency to explain human be- 
havior. In evaluating what the self-con- 
cept theory cannot do, Raimy [20] 
wrote that “it provides primarily an 
‘anatomy’ to personality and not a 
physiology. The self-concept in itself is 
only a perceptual object and cannot be 
used to explain behavior. .. ” Lecky, 
with his self-consistency principle, 
would appear to be supplying a “‘physio- 
logical” formula which could comple- 
ment the “anatomical” self-concept. 
This principle is implicit in much of 
Raimy’s dissertation. Used in a much 
more explicit way by Lecky, we are 
helped to see more clearly how the self- 
concept maintains and changes its struc- 
ture, how it regulates behavior, and so 
on. Raimy’s emphasis is on answering 
the question “what” in personality, 
while Lecky stresses the “how.” 

Rogers early realized the importance 
for therapy of the client’s view of him- 
self. For example, in 1940, he wrote: 
“In the rapport situation, where he is 
accepted rather than criticized, the in- 
dividual is free to see himself without 
defensiveness, and gradually to recognize 
and admit his real self with its childish 
patterns, its aggressive feelings, and its 
ambivalences, as well as its mature im- 
pulses, and rationalized exterior.” [23] 

Stimulated particularly by Raimy, 
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Lecky, Snygg [33], and Snygg and 
Combs [34], and through seeing the 
process of therapy with increasing 
clarity himself, the concept of self has 
assumed a place of central significance 
in psychology for Rogers [26]. 

Research. Research has always been 
a significant part of the nondirective 
picture. Many of Roger’s students [4, 
5, 6, 7, 8, 9, 10, 11, 14, 15, 17, 18, 19, 
20, 22, 27, 28, 30, 31] have made re- 
search contributions to the understand- 
ing of the therapeutic process and of 
the dynamics of personality. In his com- 
prehensive article interpreting the pres- 
ent status of psychotherapeutic counsel- 
ing, Snyder [32] outlines the following 
principles which had been subjected to 
investigation by nondirective counsel- 
ors up to July, 1947: 


(1) The recorded content of counseling in- 
terviews can be reliably analyzed by certain 
methods of categorization. 

(2) Counseling can be a systematic, order- 
ly process rather than a casual or intuitive one. 

(3) The client’s feelings change in a con- 
sistent fashion during nondirective counseling. 

(4) Various of counselor activity 
precede and apparently cause certain client re- 
sponses. 

(5) Investigators can study the personal- 
ity of the client through analysis of the state- 
ments he makes during counseling. 

(6) Interrelationships between the various 
problems of the client is an important factor 
related to the outcome of counseling 

(7) It is feasible 
counseling techniques. 

(8) An experimenter can compare the re- 
sponses of various counselors to a particular 
speech by the client. 

(9) The reasons for lack of success of a 
treatment method can be studied experimen- 
tally. 

(10) The follow-up is important as an in- 
dication of measurable personality 
brought about by counseling. 

(11) The group therapy process may be 
subjected to research analysis. 


types 


to compare different 


changes 


Important as its role has been in the 
past, research has a much bigger place 
within the field of nondirective therapy 








108 


today than ever before. An examination 
of the present research activity reveals 
that much if it constitutes a beginning 
test of the usefulness of the internal 
frame of reference as a basis for study- 
ing psychological data. The analytic 
method used by Raimy in his disserta- 
tion was an example of this type of in- 
vestigation and proved fruitful. The re- 
liance on the internal frame of refer- 
ence in nondirective therapy and the ac- 
cumulation of therapeutic material 
based on it has led to the hypothesis 
that this may be the most substantial 
foundation upon which to build knowl- 
edge about people. Rogers [26] stated 
the issue clearly: 


If we take first the tentative proposition 
that the specific determinant of behavior is 
the perceptual field of the individual, would 
this not lead, if regarded as a working hy- 
pothesis, to a radically different approach in 
clinical psychology and personality research? 
It would seem to mean that instead of elabo- 
rate case histories full of information about 
the person as an object, we would endeavor to 
develop ways of seeing his situation, his past, 
and himself as these objects appear to him. 
We would try to see with him, rather than to 
evaluate him. It might mean the minimizing 
of the elaborate psychometric procedures by 
which we have endeavored to measure or value 
this individual from our own frame of refer- 
ence. It might mean the minimizing or dis- 
carding of all the vast series of labels which 
we have painstakingly built up over the years. 
Paranoid, preschizophrenic, compulsive, re- 
stricted—terms such as these might become 
irrelevant because they are all based in think- 
ing which takes an external frame of refer- 
ence. They are not the ways in which this 
individual experiences himself. If we consis- 
tently studied each individual from the inter- 
nal frame of reference of that individual, from 
within his own perceptual field, it seems prob- 
able that we should find generalizations which 
could be made, and principles which were oper- 
ative, but we may be very sure that they would 
be of a different order from these externally 
based judgments about individuals. 





This hypothesis received its first com- 
prehensive formulation by Snygg [33] 
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in 1940, and is presently being elaborat- 
ed by Snygg and Combs [34]. It is be- 
ing tested in many of the research stud- 
ies being carried on or recently complet- 
ed by students of nondirective therapy. 
Some of these investigations, on the oth- 
er hand, utilize an external frame of 
reference while a special research pro- 
ject being coordinated by the Univer- 
sity of Chicago Counseling Center com- 
bines both external and internal meas- 
ures of a group of ten completely re- 
corded cases with pre- and post- test 
data and with follow-up information. 
There are presently about forty individ- 
ual studies, in the following areas: 
analyses of the individual therapeutic 
process through the classification of 
client responses, analyses of changes 
produced in therapy through objective 
measures of the client before and after, 
evaluation of the counseling experience 
by the client, studies of counselor meth- 
odology, counselor personality, and the 
effect of training on counselors, studies 
which objectify group situations, and 
the application of nondirective princi- 
ples to other fields. 

Application to other fields. The use- 
fulness of being able to see things from 
another’s point of view obviously tran- 
scends the field of psychotherapy. Cov- 
ner [9] has recently described a syste- 
matic approach to the problems of an 
industrial psychologist which is based 
on an awareness of the attitudes of both 
management personnel and workers. 
The extension of the client-centered 
principle to the classroom, making for 
“student-centered” teaching, represents 
an applied situation of extreme interest 
to nondirective people. Blocksma and 
Porter [3] have described a training 
program for personal counselors which 
relied heavily on student initiative and 
on a continual awareness of student at- 
titudes on the part of the instructors. 

These are illustrations of how indi- 
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viduals who have been trained in non- 
directive therapy have been stimulated 
to transfer some of their attitudes to 
other situations in which human inter- 
relationships are a factor. Much diffi- 
culty is encountered in carrying through 
this transfer because of the different 
factors operating in these “applied” 
areas. But the conviction that the prin- 
ciple of recognition and acceptance of 
another’s point of view is a potentially 
powerful one for the betterment of hu- 
man relations supplies the motivation 
for continuing to seek the answers to 
the puzzling questions which surround 
application. 


SUM MARY 


A cross-sectional study of the devel- 
opment of nondirective therapy has 
been attempted. Freud, within a funda- 
mentally authoritarian framework, 
found it necessary to respect client at- 
titudes to an increasing degree in order 
to make progress in therapy. Rank fo- 
cused his attention on the phenomenon 
of resistance, and developed a theory of 
will and dynamics which compietely dis- 
placed Freudian content as the factor of 
importance in psychotherapy. At the 
same time, Rank utilized directive meth- 
ods in an effort to impress the dynamics 
of the therapeutic situation on the cli- 
ent. Taft and Allen have carried on the 
Rankian tradition in this country, and 
have published clear accounts of their 
therapeutic method. Rogers has given 
Rank’s client-centered philosophy a def- 
inite technique and has made it more 
meaningful and complete by accepting 
the client’s expressed feelings at the 
moment in therapy and eliminating di- 
rective features of the Rankian method. 
Accompanying this more complete ac- 
ceptance has been a greater concentra- 
tion on the client’s internal frame of 
reference. This has led to an increased 
emphasis on a nondirective attitude as 
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opposed to nondirective techniques, to 
an appreciation of the im»ortance of 
the self-concept as a factor in adjust- 
ment, to a greater stress on phenomeno- 
logical methods of studying personality, 
and to the application of nondirective 
principles to other areas of human in- 
terrelationships. 
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PSYCHOLOGICAL DYNAMICS IN ALLERGIC 
PATIENTS AS SHOWN IN GROUP AND 
INDIVIDUAL PSYCHOTHERAPY 


By HYMAN MILLER AnD DOROTHY W. BARUCH 


BEVERLY HILLS, CALIFORNIA 


VERY allergist knows from his own 

experience that the emotional con- 
flicts of his patients have often defeated 
his best efforts. As he looks back he 
can see that emotional or psychological 
conflicts have either created symptoms, 
have precipitated symptoms, or have 
aggravated and prolonged symptoms. 
He can only conclude that clinical al- 
lergy must be practiced with a constant 
awareness that psychogenic factors in- 
fluence physical results. As Saul [3] 
points out, “.... the emotions are pow- 
erful and eminently biological; they are 
concerned with the individual’s very ex- 
istence....” and “.... produce far- 
reaching biological changes.” 

The present study reports a practical 
attempt on the part of an allergist and 
a psychotherapist to coordinate medical 
treatment and psychotherapy. It follows 
a preliminary report previously pub- 
lished in this JOURNAL [2]. The present 
study includes all those patients seen 
during a nine-month period (February 1 
to November 1, 1946), who had five or 
more psychotherapeutic sessions and 
who manifested allergic symptoms on 
referral. There were 22 such patients, 
7 men, 8 women and 7 children—6 boys 
and 1 girl. In all cases the history of 
classical allergic symptoms was con- 
firmed by positive skin reactions to vari- 
ous allergens. Prior to the psychothera- 
peutic sessions all these patients had 
been unsuccessfully treated medically. 
Behavior problems among the children 


and personality problems among the 
adults were present in every case. 

Group therapy and individual inter- 
view therapy, or a combination of these 
was used with the adults. Individual 
play therapy was used with the chil- 
dren." 

The process of psychotherapy by the 
group method is essentially the same as 
that for individual therapy. Opportu- 
nity is given to express or hear ex- 
pressed those emotional experiences 
which have by their suppression creat- 
ed the tensions resulting in physical and 
behavior or personality problems. Dif- 
fering from individual therapy, there is 
the impetus of sharing difficulties, the 
realization that “there are others in the 
same boat,” and development within 
the group of the feeling that no matter 
what the outside world may think, the 
other members of the group understand. 
The permissiveness and acceptance 
which prevail allow a startling frank- 
ness of discussion usually thought of as 
associated only with private psycho- 
therapeutic sessions. In addition, group 
therapy makes needed psychotherapy 
available on a more economical basis to 
a larger portion of the allergist’s prac- 
tice. 

In the type of group therapy utilized, 
the psychotherapist played an essen- 


1Group and individual therapy combined 
with 8 adults. Group therapy alone with 3 
adults. Individual therapy alone with 4 adults 
and 1 adolescent. Play therapy with 6 chil- 
dren under 11 years. 
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tially nondirective role. She helped to 
establish an acceptant attitude and kept 
the discussion on emotional experiences 
and away from intellectualization and 
philosophizing. Occasionally the patients 
instead of talking out their feelings, 
acted, drew or wrote them out. 

In play therapy the children played 
out their emotional problems instead of 
merely talking them out. They did this 
through various forms of activity as 
using family constellations of dolls or 
clay, often shaped to represent the in- 
dividuals concerned in their daily living. 
Children manipulated these figures as 
they would have liked to manipulate the 
real persons had they dared. They 
brought out hostility and aggression to- 
ward parents and siblings which were 
not sanctioned in reality situations, but 
which almost universally went into cre- 
ating their problems. As with the adults, 
the therapist established a permissive 
and acceptant relationship. 

Stenographic records were made of 
each group session. Running notes were 
kept by the therapist of all individual 
sessions. 

As psychotherapy progressed the al- 
lergic individual brought out emotional 
material which showed that he had used 
his allergy for one or the other or for all 
of three major purposes. Briefly these 
were: (1) To gain response, affection, 
appreciation and sympathy of which he 
had been—or felt he had been—deprived. 
(2) To express hostility and aggression 
for having been denied and frustrated 
in obtaining essential physical or emo- 
tional satisfactions. (3) To hide emo- 
tions which had made him feel guilty, 
anxious, or ashamed. Since such feel- 
ings had been invariably directed to- 
ward his parents, the allergic patient 
characteristically used his allergy to 
gain affection from them, to express 
hostility toward them, and to hide the 
consequent guilty feelings from them 
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and from himself. 

The following excerpts from the rec- 
ords illustrate how these allergic indi- 
viduals used their allergy. They give ex- 
amples of the sort of things that oc- 
curred in the sessions and show their 
effects: 

The first excerpts are from the play 
therapy sessions of a five-year-old asth- 
matic boy who had not responded to 
treatment by several allergists. 


This patient (B1) had his first attack when 
the mother learned that the father with whom 
she was incompatible was returning from for- 
eign service. She threw herself more deeply 
into an extra-marital affair and turned the 
chiid over to a nurse to keep him out of the 
way. Evading his care was only one sign of 
the rejection which she voiced in such phrases 
as “I can’t be tied down by him”... . “He 
drives me crazy” .... “I’ve a life of my own 
to lead after all.” 

She had masked her rejection, however, by 
being over-solicitous about his physical care— 
his feeding, his sleeping, and attending him 
in his illnesses. 

The child’s yearning for affection shows up 
in a story that he told the therapist. 

“Once there was a little boy who didn’t want 
his mother to leave him. He said, ‘Please, 
mother, don’t leave me.’ His mother said, ‘If 
you be good I won’t leave you. If you be bad 
I will leave you.’ So the little boy was naughty, 
but not very though. So the mother ran out- 
side the house and got very quietly in the car 
and started the car and zoomed away. So he 
ran to the neighbor and said, ‘Will you take 
care of me?’ And the neighbor said, ‘No.’ So 
he ran to another neighbor and asked, “Will 
you take care of me?’ And the neighbor said, 
‘Yes, we’ve been looking for a little boy.’ So 
they did and they loved him lots.” 

After the father’s return the mother let the 
nurse go. But she maintained the habit of 
leaving the child furtively without telling him. 
She would, for instance, sneak out of the wait- 
ing room while the child was in his play ther- 
apy sessions. 

One day, looking out of the window, he saw 
her drive away. He cried and cried, utterly 


miserable. “I want her; I want her: why did 
she leave me?” on and on. And then, finally, 
he turned on the therapist. “If you don’t get 
my mother back,” he said, “I’ll cough. I’ll get 
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asthma. Then she’ll have to come.” 


When she returned, he asked tearfully, “Why 
did you leave me?” She said, “I had to pick 
up a package. Don’t be angry.” He answered, 
“I wasn’t angry at you, mommy, I love you. 
I love you lots. I was angry at Dorothy” [the 
therapist]. “I’m never angry at you but I 
hate Dorothy.” 

This episode is just one example of how the 
child was apparently using his asthma to se- 
cure greater contact and closeness with the 
mother. It shows also that he used it as a 
kind of threat, or as a weapon against her. 
It is clear from the protocols that he felt hos- 
tile to his mother but blocked the direct ex- 
pression of such feelings for fear of driving 
her further away. He could, however, make 
her uncomfortable through his asthma, and at 
one and the same time hide the underlying 
motive from sight. In short, he used his asth- 
ma to gain closeness, to express hostility, and 
to disguise his hostility in such a way as to let 
himself escape from too great a burden of feel- 
ing guilty. 

In his play therapy he got rid of guilt feel- 
ings sufficiently so that he was no longer com- 
pelled to block or escape from the direct ex- 
pression of his hostile feelings. He was able 
to express them directly against his mother, 
saying, “She’s a bad mother sometimes. I get 
so angry at her I scream. She’s a damn son- 
of-a-bitch. I wish she’d die.” 

He also became able to go to her and ask 
verbally and directly for affection. “I want 
you to love me more. I want more love.” 


After five months of therapy, the 
asthmatic attacks had cleared. He no 
longer needed to use his asthma as a 
way of asking for response. He no long- 
er needed to use it as an indirect means 
of letting out blocked feelings of hostil- 
ity. Nor did he need to hide or cover 
these feelings in himself. 

The following excerpts from both in- 
dividual and group therapy sessions il- 
lustrates these same dynamics in adults. 


A thirty-five-year-old unmarried woman 
(F3) suffering from hay fever, expressed not 
only her desire for affection but how she tried 
to obtain it through her allergic symptoms. 
“As a child,” she said, “I felt unloved... . I 
couldn’t stand it. It choked me up and my 
nose started to run. I got more sympathy then. 
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I’d love it when I got sick. My mother would 
hold me on her lap and would buy me oranges. 
She never held me or bought me oranges any 
other time.” 


Similary a thirty-nine-year-old male 
asthmatic (M5) complained, ““My moth- 
er just hasn’t got any understanding. 
She did everything physical for me but 
she’s never had the understanding I 
craved.” This was reiterated many 
times throughout therapy. And then, in 
a group therapy session one night, in a 
psychodramatic scene, he depicted him- 
self as a child pleasing his mother by 
having an asthmatic attack and then 
having her shower affection on him. 

The following excerpts show primar- 
ily how patients used their allergy also 
as an indirect expression of hostilty and 
a mask for it: 


A thirty-three-year-old man (M7) who had 
suffered from asthma since the age of three, 
said, “My mother wasn’t kind to me. As a 
child I always resented her sending me to the 
store. She would send me a dozen times a day 
for foolish things. I’d say angrily, ‘Why not 
mark down what you want and send me all at 
one time?’ I’d get ashamed then and the asth- 
ma would increase.” 

The same man, in another session, com- 
plained about his wife whose lack of affection 
and consideration he likened to his mother’s. 
He then said, “I start to get irritated. Then 
I seem to forget. I can’t stay on it. Every- 
thing goes vague and I block. And then I get 
2 spell.” 


An obese girl of eighteen (F4) with 
hay fever since childhood said, “I’m like 
my nose. It closes up. I close up; I block. 
Like losing weight, I start and I close 
up; I block. I want to study. I start; I 
block. I blocked wanting my parents to 
love me more than my brother. I block 
feeling mad at them. My whole life 
stopped up like my nose.” 

In most of the statements cited the 
patients were unaware of the psycho- 
dynamics that were being revealed. Nor 
did an intellectual appreciation of these 
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dynamics appear important. What did 
appear important was the actual flow 
or release of emotions. 

Repeatedly the fluctuation of symp- 
toms paralled the degree of freedom 
with which a patient expressed his feel- 
ings. 


Thus M5 in a group session said: “My moth- 
er is so damned good it just keeps you in a 
state of turmoil. I think she was selfish and 
actually enjoyed taking care of me when I was 
sick.” He broke off suddenly, commenting on 
it’s being awful to talk about mothers this way. 
He then sat quietly, obviously blocked. After 
a few moments he began to wheeze. The next 
day he could recall nothing of what he had 
said. His sense of guilt at criticizing his moth- 
er had blocked the expression of hostile feel- 
ings. He then utilized his asthma instead, as 
both an expression and a mask for the hos- 
tility he had shut off. 


Over and over as patients blocked the 
outflow of troubled feelings, allergic 
symptoms increased. As feelings were 
brought out, symptoms decreased. 


A vivacious, affable man of twenty-seven, 
M11, had had perennial asthma since child- 
hood. The only time he had been clear was 
when in the service. Physical examination re- 
vealed the characteristic changes in nasal mu- 
cosa and sibilant rales in the chest. Skin tests 
showed him sensitive to many substances. 

He had no individual therapy, but enrolled 
in the group which was set up in the thera- 
pist’s private practice. The physician served 
as coleader. The group met once a week in 
sessions of one and one-half hour duration, 
and at the time of reporting was composed of 
ten allergic and ten nonallergic patients. Ten 
of these were men, ten women.? 

When he first came into the group, Mil was 
eager to verbalize. He said that he wanted to 
get at his feelings. Nonetheless, he was very 
obviously disturbed during his first session 
when he heard group members bringing out 
hostility to parents. After the session he had 
a severe asthma attack. 

In his second session he said with anger ap- 
parent, “My father has a violent temper. I 
can never carry any important discussion with 


2 For a description of the type of informal, 
permissive atmosphere and techniques prevail- 
ing in the group, see [1]. 
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him to a conclusion. If we have opposite points 
of view he gets violent about it.” A few min- 
utes later, M11 showed his guilt by making 
excuses for his father and attempting to deny 
the anger he had expressed. Again he had 
severe asthma. 

During several sessions following this, it was 
evident that he released hostile feelings and 
then blocked them. Gradually, however, he 
commenced to see what he was doing and de- 
scribed it by saying, “I keep catching myself 
and shutting myself off.” Gradually, too, he 
brought out that he had always felt a longing 
for greater response, understanding and ac- 
ceptance from his parents than he had ever 
been able to obtain. His mother, however, had 
given him more care, attention and response 
when he was sick than when he was well. 

In his sixth session with the group he let his 
resentment come out more openly. He spoke 
of his mother’s intolerance. She had failed to 
understand him. She had embarrassed him in 
front of others. He avowed finally that he 
hated her. Then again he felt guilty and had 
to add quickly that in spite of all this he really 
did love and admire her. During the week that 
followed, his guilt and anxiety apparently 
mounted. He had asthma on and off all week. 

He came into the next group session looking 
dejected. Things hadn’t been good. He’d been 
blocked in everything. He hadn’t even been 
able to work. When talk of hostility com- 
menced, he started wheezing. He got up from 
the floor where he was sitting with several 
other group members and took a chair. He sat 
there tensely, the wheezing increasing until he 
was fighting for breath. Finally the physician 
took him out and gave him an injection of 
epinephrine. With the symptoms partially re- 
lieved, he sat listening to the other members 
as they continued speaking of their resentments 
and hostilities. 

The group’s reception of his spectacular at- 
tack was interesting. No one became alarmed. 
The group members accepted his attack in the 
same fashion as they accepted violent emotions 
as these were brought out. Summing up their 
attitude, they appeared to appreciate that this 
was a psychosomatic expression of the man’s 
difficulty, and that their role was to accept the 
emotions involved. They identified with his 
troubled feelings rather than with his symp- 
toms. 

From this time on, release came much more 
freely. He identified with other group members 
in their expressions of hostility. He related his 
childish mischief and a persistent eating prob- 
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lem to having been deprived as a child. A 
great discovery came with the emotional con- 
viction that his food refusals dated back to 
too harsh weaning and were evidences of child- 
ish resentment. He said of his mother, “She 
was cruel and broke me too harshly; just 
threw the bottles out and I couldn’t eat well 
till I was sixteen.” 


Along with the freer release and the appar- 


ent reduction in guilt, his asthmatic exacerba- 
tions cleared. 


As time went on it became evident to him 
that the group accepted not only his hostility 
but his guilt and the fact that it was hard not 
to block feelings which made a person feel un- 
worthy or ashamed. Remarks such as, “It was 
hard for me to bring things out in the begin- 


ning,” and “It still is,” showed him that he was 
not alone. 


As the therapist does in individual 
psychotherapy, here the group members 
as well as the therapist had supplied 
the understanding and the acceptant 
response that had been lacking in this 
man’s relationship with his parents. It 
had given him a chance to let out emo- 
tional conflicts so that guilt and anx- 
iety were lessened. Hostility to parents, 
ordinarily forbidden in our culture, no 
longer had to be hidden behind physical 
ailments in order to be acceptable. His 
allergy no longer needed to be used as 
a demand for response, as a protest 
against not getting it and as a disguise 
for the resulting hostility. 

With this sort of psychotherapy as 
an adjunct in the treatment of the 
twenty-two allergic patients included in 
this study, marked improvement was 
observed in nineteen. In six of these 
complete clearing of symptoms prevail- 
ed up to the date of reporting. In two 
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patients they improved and in one re- 
mained unchanged. 


SUMMARY AND CONCLUSIONS 


1. Psychogenic factors produce far- 
reaching biological changes. 

2. In individuals with an allergic 
constitution these factors are expressed 
as allergic symptoms. 

3. The underlying psychogenic fac- 
tors in 22 allergic individuals were 
brought out by group and individual 
psychotherapy and by play-therapy, 
each method being described. 

4. Protocols of sessions utilizing 
these three methods showed that aller- 
gics use their symptoms to express emo- 
tions which have been blocked from 
conscious outlet. 

5. Allergic symptoms were shown to 
represent attempts to gain sympathy, to 
express hostility and to mask a feeling 
of guilt or anxiety. 

6. The release of emotions in psy- 
chotherapy is paralleled by a decrease 
in symptoms. 

7. Twenty-one of the twenty-two pa- 
tients showed improvement. One re- 
mained unchanged. 
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THE CONTINGENCY TECHNIQUE: A METHOD FOR 
UNBINDING THE THERAPEUTIC RELATION- 
SHIP OF CONFLICTING ISSUES 
IN SELECTED CASES 


By MARSHALL C. GRECO* 


THE SOCIAL RELATIONS OFFICE 
ALIQUIPPA, PA. 


ORK in psychotherapy is being 

directed toward freeing a thera- 
peutic relationship of conflicting issues. 
Modern psychoanalysts [1] are realiz- 
ing the value of creating a “positive 
transference relationship.” Their idea 
is that a more effective working rela- 
tionship with the client may be ob- 
tained when the therapeutic sessions 
are relatively free of tension. We are 
all aware of the great deal of work be- 
ing done by the nondirective workers 
[6] to free treatment interviews of in- 
hibiting influences. Our own experi- 
ence, both in a penal setting and later 
in private counseling work, has assured 
us that in most instances the best thera- 
pist-client relationship is one in which 
both subjects interact with a minimum 
of tension [2, 3]. More recently our 
work along this line has led to the fol- 
lowing formulations [5]: 

1. That therapeutic results are due 
to the therapeutic relationship rather 
than being effected by the content of 
the treatment interviews. 

2. That the content of the therapeu- 
tic interviews is significant only in that 
it contributes toward or hinders the sta- 
bility of the contacts. By content we 
have reference to emotional recondi- 
tionings — “correctional emotional ex- 
periences [1]” and the gaining of “ob- 


1 Formerly Psychologist, Western State 
Penitentiary, Pittsburgh, Pennsylvania. 


jectivity [6]” — as well as ideas con- 
cerned with insight. 

3. That any treatment of conflicting 
issues must be such that the subject is 
not permitted to identify the therapist 
with any side of the matter. This for- 
mulation we now refer to as the unbind- 
ing principle, and is the subject with 
which we will be primarily concerned 
in this paper. 

The nondirective workers hold that 
a spontaneous, free-flowing interview 
may be obtained if the therapist as- 
sumes a relatively passive, nondirective 
role, restricting himself to reflecting 
the client’s feelings. Suggestions, ad- 
vice and interpretations are frowned 
upon since these are considered to be 
conflict-producing steps. We have found, 
however, that a nondirective approach 
can in many instances be as detrimen- 
tal to therapy as can be a somewhat in- 
discriminate, highly directive approach. 
Experience has taught us that a client 
can talk himself into a set of values or 
a program of action with which he 
hopes to impress the therapist but which 
his settings, at the moment at least, will 
not permit him to carry out.? These val- 

2 The results of an experiment conducted in 
a penitentiary by the writer brought this mat- 
ter out clearly. A number of penitentiary dis- 
ciplinary cases were treated in a nondirective 
fashion after they had been punished for their 
infractions. The short series of interviews in- 


variably began and ended in the following 
manner: 
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ues, or what we call therapeutic mean- 
ings, can be as binding, conflict-produc- 
ing, as if they were imposed by the 
therapist himself. If the therapist is to 
free the therapeutic relationship of such 
binding influences he must at times as- 
sume an active role. For some time now 
we have worked with several methods 
and techniques which, in selected cases, 
appear to unbind a therapeutic rela- 
tionship of conflicting issues. One of 
these, the contingency technique, will be 
partly illustrated in this paper. 

In using the contingency technique 
the aim of the therapist is to approach 
any issue introduced by the client so as 
to show that its solution or steps taken 
toward its solution are contingent upon 
factors which neither the therapist nor 
the client can, at the moment, antici- 
pate. The point here, as with all un- 
binding steps, is to leave the client free 


1. The inmate might at first refuse to ad- 
mit that he was guilty of the conduct for 
which he was punished; or at least discuss it 
as though it resulted from the doings of some 
members of the custodial force or inmate body. 
2. Following this the inmate spent some 
time condemning others for the contribution 
they made toward the conditions that led to 
his punishment. 

3. In the third period the inmate accepted 
part of the blame for his conduct. 

4. In the fourth period the inmate begins 
to accept full responsibility for his conduct. 

5. In the fifth and final period we find the 

risoner saying that he is really the master of 

is own ship and that the conduct that char- 
acterized him in the past will no longer be 
practiced. 

We were at first very enthusiastic about all 
this [4], taking for granted that the attitudes 
the inmate expresses during the interviews are 
indicative of what he would do. In time, how- 
ever, we realized a point stressed by Dr. Ruth 
Strang, i.e., that evidence from the interview 
itself is not an adequate criterion of success 
in the interview [7]. We found that the in- 
mate took steps toward his improvement only 
when the setting permitted him to do so and 
that the nondirective interviews were not suf- 
ficiently motivating to neutralize a continuing 
pathogenic setting. But worst of all, when the 
subject was unable to behave in the fashion 
he had decided upon during the interviews, he 
evidently reacted with guilt, for such cases 
tended to avoid the therapist in the future and 
showed other indications of loss of rapport. 
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to oscillate back and forth without at 
any time having to feel guilty because 
a stand taken at one moment may run 
contrary to a stand decided upon earlier. 
We find ourselves using this technique 
when dealing with subjects who meet 
neurotic indecision by feeling impelled 
to formulate a plan of action, plans they 
must, by the very nature of their prob- 
lem, forsake. The contingency approach 
“an also be used to neutralize a client 
who expects the therapist to represent 
a phase of her social settings that would 
force her to follow through one aspect 
and repress another aspect of any issue 
she finds incapable of settling at the 
time. Thus an adolescent girl might 
project on to the therapist a normal, ac- 
tive hetrosexual life, a line of conduct 
that is inconsistent with her neurotic 
tie to her mother but consistent with 
her tie to her father. Such “reading 
into the therapist” has a caustic effect 
upon the treatment relationship. 

In the case that follows we have the 
therapist working in a private counsel- 
ing situation, his subject being a 22 year 
old veteran who found it difficult to 
strike an adjustment following his re- 
lease from the army. The material pre- 
sented occurred during the third inter- 
view with the subject, at a time when 
important issues were being handled 
and when the therapist was working 
very consistently toward his goal, i.e., 
unbinding himself of conflicting issues. 
Case H: 

The subject started the interview stating 
that he had quit the job in the dairy store 
since it didn’t offer him enough. There were 
women supervisors and he was sick of them. 

(Nore: During the second interview the sub- 
ject had discussed some of the advantages he 
sensed in this work, hence it was a surprise to 
the therapist to hear that the subject had left 
this employment. After having read over some 
of the notes taken during the second session, 
however, the counselor saw evidence of atti- 
tudes that indicated that the subject might 
take such a step. For after the client had 








118 


spoken highly of his job, the examiner direct- 
ed his interview so that the pros and cons of 
this whole issue were brought forth. The sub- 
ject was led to see that his attitude toward 
this work might change in the immediate fu- 
ture. With the aid of the client, the advan- 
tages and disadvantages of this work were 
gone into and the opinion was finally ex- 
pressed that slight changes could occur that 
would warrant quitting this work. The sub- 
ject ended the discussion emphasizing some of 
the disadvantages, but the therapist made cer- 
tain that the subject would not identify the 
former with either one nor the other side of 
the issue. That is, every precaution was used 
to make certain that continuing or leaving the 
above job would not, in the eyes of the client, 
constitute a criterion that would affect the 
therapist’s attitude toward him.) 


He spoke very enthusiastically about his new 
work. He and three other veterans estab- 
lished a cleaning and painting gang, using an 
old garage, owned by one of the veterans, for 
storing their equipment. He spoke at length of 
the good work he is doing. For example, he 
was assigned to one home that would normal- 
ly have required a week to clean and repair. 
He and an associate, however, completed the 
job in three days. They worked 12 hours at a 
turn. Rather than reflecting this enthusiasm, 
the examiner approached the matter somewhat 
philosophically. Once again the therapist direct- 
ed the interview so that the advantages and 
disadvantages of this work were gone into. 
Possibilities of changes in the immediate 
future that may dampen the subject’s enthu- 
siasm were discussed. The client was encour- 
aged to see the advantages of changing his 
work should factors arise that would warrant 
this. The client was led to realize that this 
change might be proper even though he might 
not have any clear reason for it at the time. As 
with any other steps the client was now tak- 
ing, the aim of the therapist was to make cer- 
tain that the client would not identify the for- 
mer with any particular side of the issue. 


The subject was calm, speaking as though 
the interview were a routine with him. He 
then began talking about his three younger 
siblings, a girl 16, and two boys, 17 and 14 
years old. Said he told one of his associates 
he was going to take these children out of an 
orphanage in the near future and establish a 
real home for them. Claimed he had this in 
mind for some time; that he had frequently 
suffered guilt feelings over the fact that these 
children did not have a home of their own. He 
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continued along this line for a while. Once 
again an issue was treated in terms of its pros 
and cons. The aim of the therapist was to con- 
vey the idea that to take or not to take such a 
move depended upon so many factors that for 
the time being at least it would be difficult to 
state whether the client could or could not as- 
sume the responsibility of supporting and look- 
ing after the children. The therapist refused to 
make either one of the possible decisions a 
criterion for judging the client. No matter 
what the client finally did it would have no ef- 
fect upon his relationship with the therapist. 

Following the above discussion the subject 
once again took up matters regarding his re- 
lationship with his grandfather. Claims his 
grandfather is suffering from a cataract in the 
left eye, that an operation would relieve the 
condition. Said he told his grandfather he 
would pay for half the expenses providing the 
grandfather would consent to an operation. 
The therapist said that he understood that 
there were reasons why the subject would feel 
this way, but that something might take place 
in the immediate future that would make it 
difficult for him to meet this proposal. The 
subject’s youth, his need to take advantage of 
every opportunity were gone into, but, imme- 
diately after, the idea that he may feel im- 
pelled to meet this expense was also admitted. 
The subject later admitted that he himself, 
even prior to discussing it with the therapist, 
had strong feelings for helping and not help- 
ing his grandfather. It was noted that al- 
though this issue had evidently been a source 
of conflict to the subject, the latter partici- 
pated in the discussion without displaying any 
strong feelings. 

The subject said that he had definitely de- 
cided to let his older brother, a penitentiary 
inmate, see his own way following his release 
on parole. He said this with a finality that 
made it quite clear that this matter was no 
longer an issue with him. (Note: During the 
first interview the subject was quite certain he 
would have to help his brother. At least this 
was the attitude entertained prior to discuss- 
ing it with the counselor.) He gave several 
reasons for this (which I do not recall) and 
said that he has discussed the matter with his 
grandfather and that he had convinced him 
that such a course would be best for all. 


We know too little about the contin- 
gency technique to list criteria that 
would enable us to determine precisely 
when this method may be used most ef- 
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fectively. Nor are we certain as to the 
manner in which the essence of this 
technique may be combined with estab- 
lishing therapeutic techniques so as to 
make the latter less binding. We hope 
to have more to say about this in fu- 
ture publications. We wish to empha- 
size, however, that the above technique 
is not being offered as a panacea for all 
of our therapeutic problems. Thus in a 
penal treatment situation we found the 
“situation oriented approach” [2, 3] the 
most effective means available for un- 
binding a therapist-inmate relationship 
of arresting attitudes. 
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A NOTE ON DIAGNOSIS AND THERAPY’ 


By AGNES A. SHARP 


THE PSYCHIATRIC INSTITUTE OF THE MUNICIPAL COURT OF CHICAGO 


OME of us have become concerned 
S over the dichotomy “diagnosis and 
therapy.” It seems to us that this think- 
ing-in-compartments is holding back 
new concepts and certain types of longi- 
tudinal psychologic research. It is as 
limiting a dualism as was the body- 
mind dichotomy, and needs to be dis- 
carded by psychologists just as our 
growing knowledge in philosophy and 
psychology led to the acceptance of mon- 
ism and the discarding of the dualistic 
body-mind concept. 

Psychology, oriented in the biological 
sciences in some educational institu- 
tions and in the social sciences in oth- 
ers, is having some of the final growing 
pains of its organization as a science. 
The diagnosis-therapy dichotomy stems 
from its following the vocabulary, con- 
cepts and framework of the medical sci- 
ences. For example: “Diagnosis? is the 
art of distinguishing one disease from 
another. It is the determination of the 
nature of a case of disease. Clinical di- 
agnosis is based on the symptoms shown 
during life, irrespective of the morbid 
changes producing them. Differential 
diagnosis is the determination of which 
one of several diseases a patient is suf- 
fering from, by comparing and contrast- 
ing their symptoms. Ex-Juvantibus is 
a diagnosis based on the results of 


1 The idea back of this note came from David 
B. Rotman, M.D., Director of the Psychiatric 
Institute of The Municipal Court of Chicago. 

2The American illustrated medical diction- 
ary., W. A. Dorland, M.D., Philadelphia & 
London: W. B. Saunders Co., 19th Ed. 1942. 
Pp. 425, 1190 and 1494. 


treatment and provocatice diagnosis is 
the induction of a condition for the pur- 
pose of diagnosis. Tentative diagnosis 
is one based upon the available sources 
of information but subject to change.” 

Further, “therapy is the treatment of 
disease; Occupational therapy the use 
of any occupation for remedial pur- 
poses.” “Psychotherapy is that form of 
therapy which employs psychologic 
methods in the treatment of functional 
nervous disorders. These methods in- 
clude suggestion, persuasion, hypnotic 
suggestion, psychoanalysis, reeducation, 
ote.” 

In medical practice physicians make 
tentative diagnoses, as working hypoth- 
eses, based on data immediately present 
in the patient and arranged by them un- 
der symptom classification. The symp- 
toms present and observable may seem 
to match a specific disease syndrome. The 
tentative diagnosis points, at once and 
at the same time, to a treatment pro- 
gram which is immediately initiated. 
Usually the therapy is a “relief” plan, 
and the simple corrective of rest, that 
nature may demonstrate both the bodily 
involvement and the resiliency of the 
physical equipment present to meet the 
threat to life and health. As the sick- 
ness progresses the physician may judge 
from developing symptoms and results 

8’ Psychotherapy is a much newer phrase 
than is diagnosis. Its definitions in The Ameri- 
can illustrated medical dictionary, 19th Ed., 
will be less than satisfactory to some clinical 
psychologists. It is used here as the second 


half of one concept and it seemed wise to em- 
ploy the same frame of reference. 
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of treatment the nature and extent 
of the disease. Diagnoses, which are 
working hypotheses, grow in accuracy 
and become specific through the triple 
play action of observable symptoms, 
treatments initiated and carried 
through, and the organism’s positive or 
negative reactions. 

Thus it is in medicine that therapy 
and diagnosis begin together, and go 
along as one process of insightful devel- 
opment. Final diagnosis often comes at 
or near the end of therapy with the re- 
covery time and extent, the determin- 
ing factors. Frequently accurate diag- 
nosis comes with the failure of therapy, 
and, after death at autopsy. | 

In clinical psychology a frank effort 
is made to follow clinical procedure as 
established by medical practice. Doctors 
have at one time accepted with the oth- 
er disciplines, the concept of the mind- 
body duality. When, however, they dis- 
covered that the burden of carrying 
thru this concept was hampering them 
in their efforts better to evaluate psy- 
chodynamics, they did (even if it was 
a reluctant process) discard that con- 
cept. In further paralleling their ef- 
forts with medical practice, clinical psy- 
chologists should now be ready to fol- 
low the lead of medicine in discarding 
the newest and most stultifying concept 
that diagnosis and treatment are two 
separate processes. 

The doctor whose scope is limited by 
diagnosis is a half doctor, and the doc- 
tor who treats without looking to diag- 
nosis is only a guesser. 

In clinical psychology we are dealing 
with overt activity in humans and the 
dynamics of that behavior. Overt ac- 
tions, described as abnormal, comprise 
the psychologic symptomology; i.e., di- 
agnosis. Clinical psychologists are con- 
cerned with dynamics of human behav- 
ior: motivation, volition, perception, 
learning, remembering, experiences, 
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reasoning, the nature and function of 
ideas, emotions, mental development, 
and the self. As in medicine, psycholo- 
gists have collected and categorized 
data describing human behavior, which 
is arranged along a continium from nor- 
mal at one end through all degrees of 
deviation to abnormal at the far end. 
These data of overt behavior, catalogued 
and arranged, are used as working hy- 
potheses (tentative diagnosis) by psy- 
chologists in their counseling inter- 
views. 

In their psychotherapeutic interviews, 
clients and clinical psychologists gain 
insight into the dynamics of their be- 
havior. They become reoriented to more 
realistic handling of their daily affairs. 
The area under discussion changes; the 
dynamics shift as emotional blocks to 
normal behavior are met and under- 
stood. Self-investigation and evaluation 
is again the single process of hypothe- 
sis (diagnosis) and new orientation 
(the goal of treatment). 

In clinical psychology and in medical 
sciences both the hypotheses considered 
and the treatments tried may be few 
and simple, or they may be many and 
complicated, where some must be dis- 
carded along the way and treatments 
varied. Since human behavior results 
from the intricate interplay of many 
factors, and ordinary daily activities 
are highly complicated adaptive acts, it 
follows that the hypotheses used in un- 
derstanding behavior may of necessity 
be many and varied. 

Clinical psychologists going forward 
in their interviews need a working 
hypothesis (tentative diagnosis) which 
grows, develops, and changes emphasis 
at times. This furnishes a set of 
checks and balances in such fashion that 
the final outcome is successful psycho- 
therapy and accurate final diagnosis re- 
sulting from the insight gained by the 
patient. The final psychologic diagno- 
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sis often can be made only when the cli- 
ent succeeds to the category of normal 
behavior, or fails entirely to adjust him- 
self to reality and remains at some 
point along the abnormal segment of 
the continium. Diagnosis and therapy, 
then are not distinct entities in clinical 
psychology which can be separated in 
time, space, or activity. Diagnosis and 
therapy result from one process. Psy- 
chologists have been able to accept the 
monistic concept of mind-body. Psycholo- 
gists should no longer make the error of 
dividing diagnosis and therapy on the 
false assumption that “where diagnosis 
ends therapy begins”. Therein lies the 
grave danger of fitting a patient into a 
mould and being satisfied to use labels 
and fit persons into pigeon holes. 

For so long we have felt comfortable 
dualistically discussing “diagnosis” or 
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“therapy” that some readers of this will 
try to point out that in short term con- 
tacts the best we can hope to do is “di- 
agnosis”. This type of dualistic think- 
ing is just as spurious whether it ap- 
plies to long term or short term contact, 
it seems to me. We may refer clients 
elsewhere after the briefest contact for 
some specialized psychotherapy, but no 
experienced clinical psychologist will 
belittle the therapeutic value of even 
one contact. There is great value to the 
client to have been “heard” and to have 
started himself on a treatment program 
which he accepts. 

If dualistic speculation seems of val- 
ue to any of us, it seems to me to be 
more exciting to discuss “which comes 
first, the hen or the egg?’’, and it may 
prove much more profitable so to do. 
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Books 


BEACH, FRANK A. Hormones and behavior. 
New York; Paul B. Hoeber, 1948. Pp. xiv 
+ 368. $6.50. 


Hormones and behavior is a comprehensive 
survey of the experimental literature on the 
relationships between the endocrine systems 
and the behavior of organisms from lower spe- 
cies to man. Every statement is accompanied 
by an indication of its source, and there is a 
bibliography of approximately 800 entries. The 
final chapter is a valuable synthesis of the de- 
fensible generalizations concerning hormones, 
and of the theories that account for endocrine 
influences upon behavior. Clinical psycholo- 
gists can profit from this critical and well- 
documented summary. It will do much to dis- 
courage the loose generalizations about the en- 
docrine causes of behavioral disorders that are 
often encountered in clinical practice. 


BRODMAN, KEEVE. Men at work, the supervisor 
and his people. Chicago: Cloud, 1947. Pp. 191. 
$2.50. 


The Caterpillar Tractor Company sponsored 
a psychiatric study of human relations in in- 
dustry, carried out by Dr. Brodman and other 
staff members of the Cornel] Medical School. 
Men at work is an outcome of this study, giv- 
ing in a popular narrative style the problems 
of Joe, the foreman and how he solves them. 
The author stresses two “basic human needs”, 
belief in work and belief in one’s fellows, and 
illustrates by anecdotes how they can be satis- 
fied. The book is for foremen and practical 
personnel workers in industry. 


CAMERON, NORMAN. The psyahology of behav- 
ior disorders. Boston: Houghton Mifflin, 
1947. Pp. xxi + 622. $5.00. 


Cameron’s book is by no means just another 
text in abnormal psychology, but is an original 
and thought-provoking treatise on behavior 
disorders. His viewpoint is biosocial: that all 
disorders result from disturbances of social re- 
lationships. The discussions of role-taking and 


of communication in relation to behavior ab- 
normalities are especially stimulating. The 
chapter on psychotherapy, approached from 
the theoretical position developed in the rest of 
the book, is a major contribution to thought 
on this topic. Amid all these virtues, the book 
has a few conspicuous faults. The mass of ex- 
perimental evidence on conflict is not cited; 
the author is obviously familiar with this re- 
search materia] but does not share it with the 
student. Few will be satisfied with the cursory 
dismiss"’ of shock therapy. The merits of the 
volume far outweigh these shortcomings, how- 
ever, and it is destined to provoke much con- 
structive thinking among psychologists, and to 
be used widely as a text for their students. 


Cook, STUART W. (Ed.) Psychological research 
on radar observer training. Army Air Forces 
Aviation Psychology Program, Report No. 
12. Washington: U. S. Government Printing 
Office, 1947. Pp. x + 340. $1.75. 


Along with the pilot, navigator and bombar- 
dier, the radar observer was an essential mem- 
ber of the air crew of a heavy bombardment 
plane after 1943. A Psychological Research 
Project (Radar) devoted two years to the job 
analysis of the radar observer’s duties, to 
measures of proficiency in training and in 
action, and to selection tests for choosing candi- 
dates for radar training. The report contains 
a clear picture of the work of the radar ob 
server, and of the aptitude and achievement 
tests used in connection with his selection and 
training. 


DARLEY, J. G. et al. The use of tests in college. 
Report of the Subcommittee on Testing of 
the Committee on Student Personne] Work 
of the American Council on Education. Wash- 
ington: American Council on 
1947. Pp. 82. $1.00. 


Education, 


This brief report is a simple presentation of 
the part that tests may play in a college pro- 
gram, written for college administrators and 
personnel workers who are not trained as psy- 


chologists. The subject matter and recom- 
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mendations tend toward the conservative side. 
The writing is clear and convincing, with ef- 
fective use of graphic materials and of brief 
case studies. 


DEEMER, WALTER L., JR. (Ed.) Records, analy- 
sis and test procedures. Army Air Forces 
Aviation Psychology Program, Report No. 
18. Washington: Government Printing Of- 
fice, 1947. Pp. vii + 621. $2.25. 


This volume is a detailed report of the pro- 
cedures used in the testing of hundreds of 
thousands of air crew candidates during the 
war, with emphasis on the keeping of records 
and methods of statistical analysis. Because of 
the magnitude and complexity of the Air 
Forces psychological program, problems of the 
standardization of procedures and of the com- 
piling and analysis of records were encoun- 
tered on a scale never before known to psy- 
chology. Part I describes the standardization 
of testing procedures. Part II gives the ma- 
chine (IBM) records in exhaustive detail, in- 
cluding reproductions of forms, of machine 
wiring diagrams, etc. Part III is on statistical 
analysis, including calculating machine pro- 
cedures. 


EWEN, JOHN H. Mental health, a practical 
guide to disorders of the mind. Baltimore: 
Williams & Wilkins, 1947, Pp. 270. $4.00. 


This small volume is a British textbook for 
students of “Psychological medicine”. Most of 
the chapters are concise descriptions of the 
common patterns of mental disorder. Dynamics 
are scanty, and one feels that the author is 
writing about separate “diseases”. There is a 
good chapter on specialized treatments (shock, 
etc.), but exactly 31 lines on psychotherapy. 
If this book gives a true picture of psychiatry 
or clinical psychology in Great Britain, it is an 
unfavorable one. 


Fitts, PAUL M. (Ed.) Psychological research 
on equipment design. Army Air Forces Avia- 
tion Psychology Program, Report No. 19. 
Washington: U. S. Government Printing 
Office, 1947. Pp. xii + 276. $1.25. 


Engineering psychology, or research on the 
design of equipment to meet human needs, was 
the last-established activity of the AAF Avia- 
tion Psychology Program. This volume reports 
the organization and program of the Psy- 
chology Branch, Aero Medical Laboratory, 
Wright Field, from its establishment in July, 
1945, to October, 1946. There are chapters 
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giving the problems, objectives, and results of 
seventeen separate research projects. Topics 
of research include the design of clock and in- 
strument dials, the shape-coding of control 
knobs for tactile discrimination, the efficiency 
of several types of control movement, the ac- 
curacy of sighting and triggering, the effect 
of anoxia on visual illusions, and others. Both 
fundamental “pure” research and more direct- 
ly applied studies are reported. This pioneer 
volume will have a notable influence on in- 
dustrial psychology of the future. 


GATES, ARTHUR I. The improvement of read- 
ing, 3rd Ed. New York: Macmillan, 1947. 
Pp. xix + 657. $4.25. 


The third edition of Gate’s practical manu- 
al of diagnostic and remedial methods in read- 
ing has been rewritten entirely. Two chapters 
survey the nature and development of reading 
ability, two chapters summarize diagnostic 
testing, and thirteen chapters give an inte- 
grated view of the diagnosis and improvement 
of each major aspect of reading. Diagnosis and 
re-education are not separated, but are pre- 
sented so as to reveal their intimate relation- 
ships. An appendix gives full directions and 
norms for the Gates Diagnostic Reading Tests. 
These tests have progressed markedly, since 
their first publication in 1927, toward a wholis- 
tic approach to reading functions in place of 
the original compartmented approach.. 


GreGG, ALAN et al. The place of psychology in 
an ideal university. Cambridge, Mass.: 
Harvard Univ. Press, 1947. Pp. 42. $1.50. 


The “Harvard report” is perhaps psycholo- 
gy’s most important document of the decade. 
A commission of twelve, six psychologists 
and six scientists from allied fields, was in- 
vited by Harvard University to survey the 
nature and range of psychology, the purposes 
of psychology in a university, and the type of 
organization that best can achieve the several 
purposes. The report of the commission is so 
full of meat that no short review can do jus- 
tice to it, but is so brief that every psycholo- 
gist can read it for himself. The recommenda- 
tion of the Psy. D. degree for students trained 
for professional work in psychology will arouse 
much controversy. 


GROVES, ERNEST R. AND GROVES, GBADYs H. 
The contemporary American family. Phila- 
delphia: Lippincott, 1947. Pp. xii + 838. 


.A revision of the authors’ earlier The Ameri- 
can family, this book is intended as a reading 
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for courses in family life and marriage. While 
not profound, the psychological material is 
capably handled at an elementary level. The 
chapter on personality growth and the family 
incorporates recent material on the importance 
of family security in the early life of the child. 
Psychologists will not learn much from this 
book, but they will find it a useful reference 
for college and extension classes that deal with 
practical problems of family living. 


GUILFORD, J. P. AND LACEY, JOHN I. (Eds.) 
Printed classification tests. Army Air Forces 
Aviation Psychology Program, Report No. 
5. Washington: Government Printing Office, 
1947. Pp. xi 919. $3.00. 


The development of pencil-and-paper apti- 
tude tests for the selection and classification 
of air crew candidates was the largest single 
research activity of the wartime AAF psycho- 
logical program. This huge report gives de- 
tailed and uniform data on each of the several 
hundred tests experimented upon. Its major 
contribution, however, is to the methodology of 
aptitude testing. It sets a pattern that may 
well shape the course of the applied psychology 
of the future: the extensive factor analysis of 
tests, the determination of the validities of 
factors rather than merely of tests, and the 
selection of tests that most efficiently repre- 
sent the factors. The influence of this volume 
will be widespread and enduring. 


KEMP, EDWARD H. AND JOHNSON, A. PEMBER- 
TON (Eds.) Psychological research on bom- 
bardier training. Army Air Forces Aviation 
Psychology Program Report No. 9. Wash- 
ington: U. S. Government Printing Office, 
1947. Pp. x + 294. $1.25. 


This report gives a summary of the work 
of the Psychological Research Project (Bom- 
bardier) during 1944 and 1945. Performance 
checks and proficiency tests were developed as 
measures of bombardier achievement. A bat- 
tery of tests was found to be effective for the 
selection of satisfactory bombardier instruct- 
ors. Chapters of the volume give the history, 
methods and results of the bombardier research 
program. There is a summary chapter, and 
one devoted to recommendations for further 
research. 


KUBIE, LAWRENCE S. (Chm.) AND HARROWER, 
MOLLY R. (Ed.) Training in clinical psy- 
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chology. New York: Josiah Macy, Jr. Foun- 
dation, 1947. Pp. 88. $1.50. 


In March, 1947, thirty-five psychologists, 
psychiatrists and social workers met under the 
auspices of the Macy Foundation to discuss 
the functions of clinical psychologists, and the 
training demanded by these functions. The 
transactions of this conference, which should 
be required reading for those responsible for 
aspects of training programs, reveal the at- 
titudes of the closely related professions and 
their too-often-neglected potential contribu- 
tions to psychological education. 


Lupwic, Emin. Doctor Freud, an analysis and 
a warning. New York: Hellman, Williams, 
1947. Pp. 317. $3.00. 


The reader who expects a penetrating bio- 
graphical analysis of Freud by the author of 
the notable Napoleon will be disappointed. In- 
stead it is that old stuff—a shocked layman’s 
vituperative denunciation of Freud as a per- 
verse sex maniac. The most amusing twist is 
the story of the author’s interview with Freud 
(pp. 271-275), which reveals more of the per- 
sonality of Ludwig than of Freud, and gives 
us some understanding of the basis of his an- 
tipathy. The end-papers by Artzybasheff are 
the best part of the book. 

MACRAE, DONALD. Dwight Craig. Boston: 
Houghton Mifflin, 1947. Pp. 398. 


Psychologists will find this novel of interest 
both because it is a psychological study, and 
because the principal character is a professor. 
Dwight is traced genetically from a formative 
childhood, through a neurotic adolescence, to 
adult readjustment as an outwardly successful 
scoundrel. 


MILLER, NEAL E. (Ed.) Psychological research 
on pilot training. Army Air Forces Aviation 
Psychology Program, Report No. 8. Wash- 
ington: U. S. Government Printing Office, 
1947. Pp. xix 488. $1.75. 


The chief tasks of the Psychological Research 
Project (Pilot) were the development of meas- 
ures of flying skill, and the exploration of 
methods for the evaluation and selection of fly- 
ing instructors. Other work included job analy- 
ses of the performance of the student pilot, 
the preparation of objective tests on flying in- 
formation, and the conducting of training ex- 
periments. The report includes excellent de- 
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scriptions of the job of the military pilot, and 
of pilot training in the Air Forces. Objective 
measures of flying skill were disappointing, 
due to day-to-day unreliability of performance. 
Although some success was achieved in the 
prediction of the aptitudes of civilian flying 
instructors, tests did not discriminate the suc- 
cess of combat-experienced military pilots as 
instructors. 


RYAN, THOMAS A. Work and effort, the psy- 
chology of production. New York: Ronald, 
1947. Pp. xii + 323. $4.50. 


This is a “systematic survey of psychologi- 
cal investigations concerning the productivity 
of men and women at work.” Topics include 
the measurement of the (physiological) cost 
of work, the relationships of work methods 
and incentives to productivity, the setting of 
standards and rates, and accident control. In 
comparison to the extensive experimental ma- 
terial available in other areas of industrial 
psychology, the “clinical” aspects of the field 
suffer from lack of precise research. The prob- 
lems of “nervous” fatigue, and of the person- 
ality factors in accident-proneness, are found 
to be rich in speculation but poor in experi- 
mental evidence. The author avoids the broader 
social aspects of industrial psychology; the 
work of Mayo, for example, is not mentioned. 


SENN, MILTON J. E. (Ed.) Problems of early 
infancy. New York: Josiah Macy, Jr. Foun- 
dation, 1947. Pp. 70. 75¢. 


The transactions of the first conference on 
problems of early infancy, held March 3-4, 
1947 under the sponsorship of the Macy Foun- 
dation, bring together the contributions of 
fourteen pediatricians, psychiatrists, psycholo- 
gists and anthropologists. The points of view 
are stimulating, but there is more evidence of 
theory-oriented speculation than of solid data 
based on research. There is emphasis on the 
effects of early mother-child relationships upon 
the formation of personality. 


TESTS 


Behavior Cards by Ralph M. Stogdill. Individu- 
al Test. Grades 6-12. 1 form. Untimed, (15- 
30) min. Cards ($2.75), Scoring sheets (70¢ 
per 25), Manual, Revised ed., 1947 (30¢). 
Psychological Corporation, New York, N. Y., 
1941, 1947. 


The Behavior Cards consist of 150 state- 
ments significant in relation to delinquency. 


JOURNAL OF CONSULTING PSYCHOLOGY 


The revised manual gives additional data on 
the predictive value of the test. 


Bellak TAT Blank, by L. Bellak. Individual 
test. Untimed. TAT blank, 1 per subject 
($1.00 per 10), Analysis sheet, 1 per story 
($1.25 per 100), Manual (30¢) Sample set 
(50¢). Psychological Corporation, New 
York, N. Y., 1947. 


Except for almost blank pages for recording 
and for final summary, the Bellak TAT blank 
consists entirely of the analysis page, which 
provides a check-list differing considerably 
from the method introduced by Murray. The 14 
components of the analysis are: main theme, 
main hero, attitudes to superior figures and to 
society, figures introduced, objects introduced, 
objects omitted, attribution of blame, signifi- 
cant conflicts, punishment for crime, attitude 
to hero, signs of inhibition, outcome, pattern 
of need gratification, and structure of plot. 
The manual gives directions for the administra- 
tion of the TAT, and describes the scoring 
categories. 

New California Short-Form Test of Mental 
Maturity by Elizabeth T. Sullivan, W. W. 
Clark and E. W. Tiegs. 5 levels: Grades 
Kgn.-1, 1-3, 4-8, 7-10, 9-aduit. 1 form at each 
level. Untimed, (50) min. Test booklets 
($1.20 per 25), Keys, Manuals, Specimen 
sets (35¢ per level). IBM form, Grades 4-8, 
7-10, and 9adult: Test booklets (6¢), An- 
swer sheets (2¢). California Test Bureau, 
Los Angeles, Calif., 1947. 


This is a shorter form of the California Test 
of Mental Maturity, reduced to 7 subtests 
which are comparable at all 5 levels. Analysis 
is made into spatial relationship, logical rea- 
soning and vocabulary components, and into 
language, nonlanguage, and total scores. Part- 
score reliabilities range from .806 to .948, and 
whole-test reliabilities from .921 to .952, being 
generally higher at the more mature levels. 
Norms, given in age, grade and percentile 
terms, are based on thousands of cases, but 
the regional and social characteristics of the 
normative population are unspecified. The cor- 
relation of this test with the Stanford-Binet 
(.84) is said to be higher than that of any 
other one-period group test. The test will be 
used widely for surveys, as is seems to be as 
well-constructed as any such device, and has 
useful features that most others lack. 





































Encyclopedia of 


CHILD GUIDANCE 


Edited by RALPH B. WINN, PA. D. 


66 A LL the apparatus, labels and paraphernalia of the child psychologists 
have been assembled, described and defined in the Encyclopedia of Child 
Guidance. This volume of 456 pages, edited by Ralph B. Winn, brings 

together in alphabetical arrangement the efforts of more than sixty experts to 

analyze and characterize the technical terms employed in diagnosing children’s 
mental traits. 


“An excellent job has been done in thus bringing between two covers so large 
and varied an amount of information about one of the youngest and most impor- 
tant areas of educational advance.”—The Journal of Education. 


66 HIS encyclopedia is the result of the combined work of more than 60 
psychiatrists, educators and social workers. It is a volume of practical) 
value to every person or group concerned with the training and develop- 

ment of children. The book deals with many phases of child guidance, psychoi- 

ogy, education, social and clinical work. Because of its simple and clear presen- 
tation. it can be used by intelligent parents as well as professional workers.” 

—Elementary Education Bulletin. 
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